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ABSTRACT 
In the last decade, many first-episode psychosis programs have been developed in the 
United States and elsewhere. First-episode psychosis typically affects adolescents and 
young adults. These programs, therefore, emphasize early intervention to alter long-term 
consequences and address specific needs of the affected population. Open Dialogue, 
which has shown promise in Finnish studies, is one such program that is gaining 
popularity outside of Finland. The program emphasizes active involvement of family and 
collaborative decision making. The three studies in this dissertation elucidate how Open 
Dialogue can contribute to current treatment options and describe considerations in 
adaptation and implementation of Open Dialogue in the United States. The Promoting 
Action on Research Implementation in Health Services (PARiHS) framework describing 
the role of evidence, context, and facilitation in successful implementation provides the 
theoretical basis for these studies. Study One is a systematic scoping review of the 
literature describing first-episode psychosis programs. Study Two is a qualitative study of 
stakeholder experiences in a pilot study of the Open Dialogue model in the United States. 
It examines perceived usefulness, contextual support, and factors facilitating 
  viii 
participation. Study Three examines organizational characteristics that supported 
implementation at the agency where the program was piloted in the United States. The 
scoping review of first-episode psychosis programs indicates a need for further research 
regarding their long-term benefits, optimal duration and intensity, and critical 
components. Family intervention appears to be beneficial, suggesting that the Open 
Dialogue approach to family support might be a valuable addition warranting further 
investigation. Stakeholders involved in the Open Dialogue pilot identified several unique 
and beneficial features of the approach, focusing particularly on the value of family 
involvement, transparency, respectfulness, and collaborative nature of the approach. The 
compatibility of the Open Dialogue model with agency values, strong leadership support 
and vision, alongside organizational capacity to deliver the services emerge as critical 
factors in successful implementation of the model in the pilot study. As per the PARiHS 
framework, contextual factors, particularly funding of this model of services in the 
United States healthcare environment are key determinants to address for the future 
implementation of Open Dialogue in the United States.  
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Introduction  
Literature Review  
Significance of Problem: Individuals who are diagnosed with schizophrenia or 
other psychotic disorders typically experience their first episode of psychosis between the 
ages of 15 and 30 with the median age of onset being 22–23 years (Kessler et al., 2007). 
These are important years that are critical in determining a person’s future life course 
because these are years during which an individual typically achieves developmental 
milestones in life such as graduating college, starting a first job or embarking on a career, 
engaging in intimate relationships, and living independently. Psychosis can develop 
insidiously during this time. Symptoms of psychosis may develop over a period of weeks, 
months, or years in what is known as the prodromal phase and can include positive 
symptoms (e.g., illusions, ideas of reference, and magical thinking), mood symptoms 
(e.g., anxiety, dysphoria, mood lability, and irritability), cognitive symptoms (e.g., 
distractibility and difficulty concentrating), social withdrawal, and obsessive behaviors 
(Yung & McGorry, 1996). While not all individuals who experience prodromal 
symptoms or have an episode of psychosis develop schizophrenia (Lieberman & Fenton, 
2000; Yung et al., 2003) and the incidence of schizophrenia is estimated to be only 
15.2/100,000 (McGrath et al., 2008), the consequences of schizophrenia are severe. 
Schizophrenia is among the most costly and chronic medical conditions. Overall financial 
burden of schizophrenia in 2002 in the United States was estimated at $62.7 billion 
including direct health care costs and indirect costs. Indirect costs refer to societal costs 
that are not directly from healthcare services. Of this amount, the indirect cost due to 
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unemployment is the largest component of overall indirect annual cost of schizophrenia 
(Chong et al., 2016; Wu et al., 2005). An analysis of the global burden of disease 
conducted by Whiteford and colleagues (2015) identified mental illnesses as accounting 
for the largest proportion of Disability Adjusted Life Years (DALYs). The DALY is a 
health metric that captures the non-fatal component of the disease burden as years living 
with disability, and the fatal component as years lost to premature mortality (Murray et 
al., 2015; World Health Organization, 1996). There is now considerable data showing 
better prognosis among those receiving early treatment or those with a shorter duration of 
untreated psychosis (Addington & Addington, 2008; Boonstra et al., 2012; Drake et al., 
2000; Harris et al., 2005; Lyne et al., 2015). These data, in light of the immense cost of 
schizophrenia, signal the need for early intervention.  
Limitations of Prevailing Treatment: Alongside research showing the benefits of 
early treatment, exists data revealing how often treatment is delayed. Delays in treatment 
for those experiencing early psychosis average 22 weeks to over 150 weeks (Fuchs & 
Steinert, 2002; Norman & Malla, 2001). Data collected in the United States between 
2010 and 2012 as part of the Recovery After Initial Schizophrenia Episode (RAISE) 
initiative funded by National Institute of Mental Health (NIMH) demonstrated that the 
median duration of untreated psychosis was 74 weeks with an average delay of 193.5  
262.2 weeks (Addington et al., 2015).  Delays in treatment have been attributed to a 
range of factors including the insidious onset and inability to recognize symptoms, not 
knowing where to seek help, financial barriers to seeking help (Compton et al., 2011; 
Compton et al., 2008; Judge et al., 2005) and stigma associated with seeking treatment 
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(Franz et al., 2010; Lincoln & McGorry, 1995). Untreated psychosis imposes significant 
suffering and fear for patients and their families (Lieberman & Fenton, 2000) and it is 
often severe symptoms or crises that prompt treatment (Addington et al., 2002; Cairns et 
al., 2015; Singh & Grange, 2006). 
Ironically, even when services are available, the beginning of treatment in and of 
itself can be a distressing experience. For many people their first experiences are those of 
feeling unheard, not being included in treatment decisions, or feeling pressured into 
treatments not of their choosing (Curtis et al., 2010). Following conflictual treatment 
interactions, not surprisingly, is often disengagement. Over 70% of patients discontinue 
neuroleptic medications within the first 18 months of treatment (Lieberman et al., 2005) 
which is often labeled ‘non-compliance’. What may be viewed as non-compliance might 
in fact be an expression of dissatisfaction with the choices and the dissatisfaction of not 
being heard by treatment providers or often even by family members (Swarbrick & Roe, 
2011). Meanwhile, there has been growing recognition of individuals being able to forge 
multiple paths to recovery based on their preferences (Calton & Spandler, 2009) and the 
need for such person-centered treatments that emphasize shared-decision making 
(Deegan & Drake, 2006). 
In addition, there is also a recognized need for early intervention programs that 
are tailored to the specific needs of the population experiencing first-episode psychosis 
who are typically adolescents and young adults. The National Advisory Mental Health 
Council (2001) report on Research on Child and Adolescent Mental Health specifically 
discusses the tendency for many evidence-based practices for children to be downward 
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extensions of adult models despite knowledge of developmental differences among these 
populations. The psychosocial support needs of adolescents and young adults are 
different from adults with chronic mental illness (Weisz & Hawley, 2002) considering 
the biopsychosocial changes they are undergoing and their priorities related to education, 
employment, and social relationships.  
Development of Early Intervention Programs: In the last two decades, the 
growing recognition of the importance of early intervention programs that attend to 
reducing treatment delays, treatment preferences of clients, and addressing the specific 
needs of those experiencing first-episode psychosis has led to the development of several 
first-episode psychosis programs. Some of the earliest programs were developed in 
Europe (e.g. Parachute in Sweden, OPUS in Denmark) and Australia (EPPIC), and more 
recently programs have been implemented in the United States (e.g. Oasis, RAISE). The 
‘early intervention’ or ‘first-episode’ movement is now worldwide with members from 
Australia, United Kingdom, North America, Asia, New Zealand, South America, the 
Middle East, India and Africa in the International Early Psychosis Association 
(Addington, 2012).  
‘First-episode’ programs have used a variety of operational definitions of first-
episode psychosis to describe who is served by them. The definitions are based on factors 
such as timing of first treatment contact, duration of antipsychotic use, and duration of 
psychosis. Overall this term is typically used to refer to individuals early in the course of 
a psychotic illness or treatment rather than individuals who are truly in the midst of a first 
‘episode’ of illness (Breitborde et al., 2009). First-episode programs include single-
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component (e.g. psychopharmacology, cognitive behavior therapy (CBT), and multi-
component (combination of psychopharmacology, therapy, family psychoeducation, 
educational and vocational supports) models.  
Examples of First-Episode Psychosis Programs: The Early Psychosis Prevention 
and Intervention Clinic (EPPIC) in Melbourne, Australia was among the first such 
programs and one of the most comprehensive. The EPPIC program started operation in 
1992 and was comprised of six major components: 1) systematic early detection efforts 
for individuals aged 14–30 years (early detection efforts include information campaigns, 
active community outreach, and streamlining access to services), 2) outpatient case 
management to ensure continuity of care, 3) inpatient services focused on symptom 
reduction and rapid transition to outpatient care, 4) day programs to work on 
rehabilitation and community integration goals, 5) multi-family and individual family 
support sessions, and 6) cognitively oriented psychotherapy (McGorry et al., 1996). 
Long-term follow-up has shown that this type of first-episode psychosis program might 
support early detection (Amminger et al., 2006) and demonstrated promising social/ 
vocational outcomes (Henry et al., 2010).  
Some examples of first-episode psychosis programs from the United States 
include Outreach and Support Intervention Services (OASIS) in North Carolina and the 
Early Assessment and Support Team (EAST) in Oregon. OASIS was the first multi-
component treatment model for first episode psychosis to be evaluated in the United 
States and showed promising preliminary outcomes at one-year follow-up in terms of 
symptom remission and functional improvement (Uzenoff et al., 2012). OASIS is 
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designed to serve those experiencing early psychosis. The program is staffed by clinical 
social workers, psychiatrists, and psychologists. Patients are assigned a clinician (a social 
worker) who provides case management services as well as cognitive-behavior therapy. 
In addition, patients are provided community support/ assistance in living skills as 
needed. Services are provided in the community or in the patient’s home in addition to 
office-based services; clinicians also work with other service providers such as vocational 
rehabilitation, schools or colleges to support functional recovery with respect to return to 
school or work. Core services include a psychosocial assessment by an OASIS clinician, 
a family interview with a family therapist, and psychiatric assessment and medication 
management from a psychiatrist. Additional services include individual therapy, group 
therapy, family support, multi-family group therapy, and substance use assessment and 
counseling (Uzenoff et al., 2012) 
The EAST program in Oregon started operation in 2001, and was modeled after 
the EPPIC program in Australia. The program underwent some modifications over the 
years and in 2007 became part of a statewide initiative titled Early Assessment and 
Support Alliance (EASA) resulting in 60 percent of Oregon’s population having access to 
an early psychosis program (Melton & Sale, 2010). Community education and outreach 
are major components of this program. Services are strengths focused rather than a focus 
on symptoms or functional deficits and are also oriented toward issues young individuals 
find relevant, such as getting through school, resolving conflicts, paying off debts, or 
regaining their proficiency in areas they have previously done well in but in which they 
are now struggling. Continuity of care is maintained even as individuals transition from 
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adolescence to adulthood. In terms of treatment, the emphasis is on education and choice. 
Medications are used cautiously, and close attention is paid to the side effects 
experienced by the client. Families, in this treatment model, are viewed as essential 
partners in the decision-making process. Most families participate in evidence-based 
multi-family psycho-education focused on increasing knowledge and problem solving.  
Long term follow-up of about 18 months has shown promising outcomes in terms of 
reduced rates of hospitalizations and high rates of school or work participation (Melton & 
Sale, 2010).  
Promising results from implementation of these treatment models have paved the 
way for larger, more rigorous studies such as the RAISE- Early Treatment Program 
(ETP) funded by NIMH. The goals of RAISE are to reduce the likelihood of long-term 
disability for individuals with schizophrenia, to increase the likelihood that these 
individuals will lead productive lives in the community, and to reduce the financial 
impact on public care systems of a potential long-term psychiatric disability. The core 
components of the intervention in RAISE-ETP are individualized medication 
management, family education, individual resiliency training, and supported education 
and employment. The RAISE-ETP study is a nationwide project comparing a phase- 
specific, multi-component treatment model to usual community care that does not offer 
the comprehensive, individualized services. A total of 34 clinics across the country were 
part of the study and were randomized using a cluster randomization design to RAISE-
ETP or usual care. After two years of treatment participants in the intervention sites had 
better outcomes on quality of life, symptoms, and functioning (Kane et al., 2015). 
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Open Dialogue: The field of early psychosis treatment in the United States is still 
young and therefore treatment models are in the initial stages of testing and refinement. 
RAISE-ETP is the first large scale study of early psychosis treatment. Another, smaller, 
randomized study of an early psychosis program in the state of Connecticut has also 
shown promising outcomes (Srihari et al., 2015). The programs in each of these studies 
have only been evaluated at post-treatment, and long-term outcomes are not yet known. 
Open Dialogue, which is the focus of this dissertation research, is being examined in this 
context of early psychosis treatment.  
Open Dialogue is a treatment model for psychosis developed in Tornio, Finland 
by Jaakko Seikkula and colleagues that is gaining popularity as a first-episode program. 
The program was developed as part of a larger Finnish initiative to improve the care of 
persons with serious mental illness in the community and reduce long-stay 
hospitalizations (Tuori et al., 1998), through an emphasis on early intervention, adapting 
the program to needs of the patient and family, and continuity of care (Seikkula et al., 
2001).  The program, with roots in systemic family therapy (Boscolo et al., 1987), brings 
together professionals, clients and their support network to form a collaborative system of 
care. Treatment plans are developed collaboratively between the client, the professionals 
and the support network. This network could include family members as well as other 
service providers such as vocational or educational service providers. The treatment team 
(comprised of a combination of psychiatrists, psychologists, social workers and nurses) in 
Open Dialogue, as practiced in Finland, is organized so that the same team works with 
the client in both inpatient and outpatient settings. Open Dialogue is characterized both 
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by how care is organized and the therapeutic style. The therapeutic style in Open 
Dialogue is captured in the principles promulgated by the developers and emphasizes 
transparency, space for multiple viewpoints, reflective listening and non-pathologizing 
language (Seikkula et al., 2001). This involves, for example, treatment team members not 
taking notes during meetings, sharing their views openly with the family and inviting all 
network members to present their views, and using the term “person at the center of 
concern” instead of patient or client.  
Currently, effectiveness data related to Open Dialogue is derived mainly from 
Finnish studies. An observational study of Open Dialogue showed promise in terms of 
fewer hospitalizations, better employment outcomes, and decreased use of neuroleptics at 
two-year follow-up (Seikkula et al., 2003); periodic program evaluation over ten years 
showed decrease in duration of untreated psychosis (Seikkula et al., 2011) and reductions 
in long hospitalizations (Aaltonen et al., 2011). A small pilot study in the United States, 
which is the site for this dissertation research, has demonstrated promise in terms of 
clinical and functional outcomes (Gordon et al., 2016). However, these studies are limited 
by the absence of any control group. Moreover, they are largely from Finland, and the 
population in the region of Finland that these data are from is linguistically, ethnically, 
and religiously homogenous (Seikkula et al., 2001). These factors could play a critical 
part in the effectiveness of the approach in a different setting and how comfortable 
participants are with the approach. In addition, there are other systemic factors to 
consider, such as the structure of funding for healthcare services and the impact of that on 
implementing Open Dialogue outside of Finland.  
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The potential impact of these factors notwithstanding, Open Dialogue is growing 
in popularity outside of Finland. For example, the National Health Service (NHS) in the 
United Kingdom launched a national multi-center Open Dialogue pilot in 2015 
http://www.nelft.nhs.uk/mental_health/Open_dialogue (NHS, n.d.). The Open Dialogue-
based pilot in Massachusetts that is the basis of this dissertation research is an example of 
the growing interest in this approach in the United States. However, not enough is known 
about how adapting and implementing Open Dialogue would work in these 
environments. It has been documented that research evidence often does not translate into 
changes in treatment practices, and that planning for implementation is critical to 
addressing this gap in knowledge translation (Grimshaw et al., 2012). The aim of the 
three studies that comprise this dissertation research is to enhance our knowledge of how 
Open Dialogue fits into the current treatment and rehabilitation of individuals 
experiencing their first episode and factors that can increase its implementation success.  
Theoretical context and framework  
The conceptual framework that informs this research is the Promoting Action on 
Research Implementation in Health Services (PARiHS) framework, developed by Kitson 
and colleagues (1998) who made the case that the successful implementation of research 
into practice is a function of the interplay of three core elements—the level and nature of 
the evidence, the context or environment into which the research is to be placed, and the 
method or way in which the process is facilitated. The model proposed that all of these 
components had equal standing given the absence of conclusive research identifying any 
one component as more important than others. The absence of hierarchy among these 
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components and the focus on interrelations among them are also intended to address the 
complexity and non-linearity of the implementation process.  
 
 
PARiHS uses the well-established definition of evidence (Sackett et al., 1996) as 
the combination of research, clinical expertise, and patient choice. The emphasis is on a 
combination of the three sources of evidence rather than a hierarchy among them. This is 
based on real-world examples of interventions not achieving successful implementation 
despite being backed by evidence gathered from randomized controlled trials that are 
considered to be the gold standard of rigor but not being popular with clinicians or 
patients (e.g. following guidelines for screening tests), as well as the reverse where 
interventions remain popular despite the lack of research evidence (e.g. use of 
homeopathy). This means that in assessing the nature and strength of the evidence and its 
potential for implementation, a combination of the three dimensions — research, clinical 
experience, and patient preferences — needs to be considered. Context refers to the 
Evidence 
Research 
Client Experience 
Clinical Experience 
Context 
Culture 
Leadership 
Evaluation 
Facilitation 
Facilitator 
Characteristics 
Influence 
Style 
Successful 
Implementation 
Figure 1 Conceptual Framework: Promoting Action on Research Implementation in 
Health Services (PARiHS) 
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environment or setting in which the proposed change is to be implemented. The term is 
derived from organizational theory literature on learning environment in organizations, 
quality improvement, and process of change in organizations (Armenakis & Bedeian, 
1999). The facilitation component derives its definition from that used by Heron (1989), 
which is a technique by which one person makes things easier for others. Personal 
characteristics such as those of openness, supportiveness, approachability, reliability, 
self-confidence, and being non-judgmental are considered central to successful 
facilitation. In addition to the skills, knowledge and style of the facilitator, clarity of their 
role and purpose are critical.  
All components of the model are conceptualized as lying on a continuum of low 
to high, as measured by quantifiable sub-elements. Evidence is measured by rigor of 
research, the level of consensus in expert opinion, and level of patient involvement in 
implementation of new practice. Context is measured by the extent to which the culture 
of an organization is reflective of a learning environment versus a largely task driven 
environment; the clarity of roles and leadership; and existence of program evaluation 
processes. Facilitation is measured in terms of the acceptability of the facilitator, the role 
clarity of the facilitator, and the appropriateness and flexibility of the style of facilitation. 
Stronger evidence, conduciveness of context, and appropriate facilitation are posited to 
be predictive of successful implementation.  
Open Dialogue is a practice that is just being introduced in the United States with 
a small pilot test of the approach conducted at a mental health agency in Massachusetts 
(Gordon et al., 2016). The model has been studied mainly in Finland where the healthcare 
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system and social context are quite different from the United States. Therefore, we do not 
have enough information about factors influencing the implementation of Open Dialogue 
in this environment. Given the growing interest in this approach, this pilot study is an 
opportunity to gather information that could inform the process of adaptation of Open 
Dialogue and planning larger implementation studies of Open Dialogue based services. 
PARiHS will serve as a framework for this process. 
Kitson and colleagues (2008) described the process of refinement of the PARiHS 
framework. They noted that the PARiHS model has largely been used as a framework for 
knowledge translation endeavors and postulate the next phase of their work of PARiHS 
as a two-part process: the first being an evaluation of the evidence and context, and then 
shaping the facilitation and intervention based on the information gathered in the first 
phase. This two-part process is how PARiHS will be used in the three studies described 
here.  
The goal of this dissertation research is not to evaluate success of implementation; 
rather, it is to evaluate factors influencing adaptation and implementation in this instance 
and make recommendations to enhance likelihood of successful implementation and 
thereby sustainability. What constitutes evidence, context, and facilitation in the three 
studies described here is consistent with the basic concepts in PARiHS but the specific 
elements vary (Figure 2).  
 
 
 
 
  
14 
 
 
The specific points of departure from PARiHS are in what constitute context and 
facilitation. Context in these studies is not limited to the culture and characteristics of the 
organization where the new practice is being implemented, but includes systemic and 
cultural factors — such as healthcare system factors, and influence of family 
characteristics considering family participation is a major part of Open Dialogue. 
Facilitation in PARiHS is described primarily as the role of an individual who works with 
members of the organization to make it possible to implement change. Therefore, sub-
elements of facilitation are described as characteristics of the facilitator (e.g. knowledge, 
credibility) and their style of facilitation (flexibility, adaptability). Facilitation can also be 
thought of as the overall process of introducing a new practice and its refinement to make 
it more appropriate and acceptable in a new context, and factors that promote uptake. 
Sub-elements of flexibility and adaptability can, therefore, be thought of as 
Evidence 
Research 
Client Experience 
Clinical Experience 
 
Context 
Culture-Organization, 
Client, Healthcare, 
Socio-political 
Leadership 
Evaluation 
Resources 
Facilitation 
Factors promoting 
uptake 
Process 
Adaptability 
Successful 
Implementation 
Figure 2 Adapted PARiHS 
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characteristics of the process rather than of an individual facilitator. This latter, broader, 
definition of facilitation is the one that will be used here.  
The three studies that are part of this research are designed to examine different 
elements of evidence, context, and facilitation. The first study is a systematic scoping 
literature review that describes and examines Open Dialogue in relation to the other first-
episode psychosis programs from the perspective of research evidence as well as 
contextual aspects of these programs. The second study is a qualitative study of service 
recipient and clinician experiences of the model in the adapted Open Dialogue pilot 
conducted in one state (Massachusetts) in the United States. This study examines 
evidence from the perspective of these stakeholders as well as contextual and facilitation 
factors that affected the implementation. The third study is an organizational case study 
that examines in detail the organizational characteristics of the agency that launched the 
adapted Open Dialogue pilot to understand the factors that supported this process.  Taken 
together, the three studies serve to identify critical elements to consider in moving 
forward with the adaptation of this approach, larger scale implementation and 
sustainability of the model.  
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Study 1: The status of first-episode psychosis programs in the United States and 
internationally: A systematic scoping review of the literature. 
Introduction:  
Currently, the empirical evidence supporting Open Dialogue is largely from 
Finland. The pilot study that this dissertation work is structured around is the first 
evaluation of how this model would perform in the United States. Conducting 
effectiveness research is an expensive endeavor. Therefore, prior to investing extensive 
resources, it is important to know in what ways a proposed new intervention is unique 
compared to existing interventions, what it might add to the landscape of available 
interventions, and what the evidence is supporting the effectiveness of these existing 
interventions. In order to compare treatment models, it is also important to know what 
contextual factors support their implementation. The latter information allows us to 
evaluate the conditions in which evidence for the treatment models was generated, 
thereby allowing for assessing feasibility in different conditions. This paper attempts to 
address these questions through a systematic scoping review of the literature on 
treatments for first-episode psychosis. A systematic scoping review is used to summarize 
the state of the research in a field with the goal of assessing implications for research, 
policy, and practice (Centre for Reviews and Dissemination, 2009). This methodology is 
particularly relevant for fields where there is only emerging evidence (Levac et al. 2010) 
as is the case with first-episode psychosis programs.  
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Research Question:  
How does Open Dialogue compare with other treatment models for first-episode 
psychosis in terms of critical elements, evidence-base, and context of implementation? 
Specific Aims:  
 To describe the state of the evidence pertaining to first-episode programs and 
important contextual variables 
 To contrast evidence from the literature with what is known about the Open 
Dialogue model.  
 To identify areas of potential contribution of the Open Dialogue model to the 
treatment of first-episode psychosis 
Methodology:  
The Arksey and O’ Malley methodology for scoping reviews described by Levac 
and colleagues (2010) guided this review. Reporting of the review is based on Preferred 
Reporting Items for Systematic-Reviews and Meta-Analyses (PRISMA) guidelines 
(Moher et al., 2009) 
A team of two researchers (the author and a senior researcher experienced in 
treatment of first-episode psychosis) identified search terms and defined inclusion 
criteria.  
The literature search was conducted using the following combinations of search 
terms in all text fields. The first combination of search terms used was- {(“first episode 
psychosis”/ “first-episode psychosis”) AND (treatment/ intervention/ program)}. The 
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second combination of search terms was- {(early intervention AND psychosis) AND 
(program/ model/ treatment)}.  
PubMed, Psyc INFO, and CINAHL databases were searched using each of these 
sets of terms. We then conducted a first-round of selection based on reviewing abstracts 
and identified studies that met the following inclusion criteria:  
 study articles were in English;  
 they presented evaluation of specialty first-episode psychosis intervention 
with a comparable comparison group design- experimental, quasi-
experimental or cohort study, and n>=10 per group; 
 the intervention was psychosocial in nature;  
 the target population included individuals with first-episode, non-
affective, non-substance induced psychosis who were within the first 5 
years of treatment or the average age was under 25 years;  
 the study included at least one clinical or symptom measure and a measure 
of functioning.  
In situations where it was unclear whether the inclusion criteria were met, we 
included the article at this stage and reviewed the full-text to make a decision based on 
our inclusion criteria. The selection process is illustrated in Figure 3 and described below.  
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The literature search was conducted in November 2015. No time limits were 
applied to the search. The first combination of search terms detailed above yielded 1289 
results in PubMed, 1331 in Psych INFO, and 247 in CINAHL. Sixty-nine of the results in 
PubMed, 50 in Psych INFO, and 8 in CINAHL met the inclusion criteria. A total of 74 
unique articles were selected from these. The second combination of search terms 
detailed above yielded 745 results in PubMed, 1138 in PsycINFO, and 175 in CINAHL. 
Figure 3 Article Selection Flowchart 
N= 200 met inclusion criteria after initial 
review of abstracts 
N=91 unique articles met inclusion criteria 
after initial review of abstracts 
N=32 met inclusion criteria after detailed 
review 
N=1 meeting criteria added after hand search 
of references 
N= 33 included in synthesis 
N=4925 results across all databases and 
search terms 
N= 109 duplicates 
N=32 no control group; N=2 groups of 
N<10; N=22 not studies of treatment 
effectiveness; N=1 no symptom or 
clinical outcomes; N=1 duplicate 
published in a different journal with 
special permission; N=1 not in English 
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21 of the results from PubMed, 44 from PsycINFO, and 8 from CINAHL met criteria. Of 
these, we excluded 14 from PubMed, 31 from PsycINFO, and 5 from CINAHL that had 
already been identified in the previous search. Of the remaining results, there were 17 
unique articles. Therefore, a total of 91 articles met inclusion criteria at the first stage. 
Both researchers examined the abstracts of ten of these articles to confirm which met the 
inclusion criteria. Reliability of selection of articles by these authors was assessed using 
kappa scores based on decisions made using the inclusion criteria checklist (Cohen, 
1960). The kappa score for inter-rater reliability was 0.90. One researcher reviewed the 
remaining abstracts. After this process, 32 articles were retained for inclusion. The two 
main reasons for exclusion were the absence of a control group and being treatment 
model descriptions only. We then hand searched the references of the 32 included articles 
to find any additional articles that met the inclusion criteria but were not identified in the 
database search and contacted experts in the field to see if there was literature known to 
them that had not appeared in the search approach used.  This resulted in one additional 
article that met inclusion criteria. Therefore, a total of 33 articles were reviewed, rated for 
quality and potential for bias, and described in the synthesis.  
We used the Rigor Rating Scale (Appendix 1) developed at the Center for 
Psychiatric Rehabilitation (Rogers, Farkas, Anthony, & Kash, 2008) for rating quality 
and bias. Criteria for scoring the items of the rating scale are described in the scale; they 
address quality from the perspective of strength of the rationale for the study and design, 
rigor of study procedures and reporting of results and conclusions. Each of these items 
are rated from 1 to 4 with higher scores indicating greater quality. Both researchers rated 
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9 randomly selected articles for quality and potential for bias. The kappa for inter-rater 
reliability was 0.77 for the scale as a whole, which is considered to be good. The scale 
includes three yes/no items to indicate whether there was peer review, whether the study 
was approved by an Institutional Review Board (IRB) and whether there was investigator 
bias. All of the articles were peer reviewed and the studies were approved by an IRB or 
equivalent ethics committee. We modified the item to assess bias from a dichotomous 
response to investigator bias being evident or not into a three-point scale with the three 
points being no evidence of bias, possible bias, and evident bias. This was to take into 
account situations where there was possibility of investigator bias but bias was not 
evident in the results or conclusions. Specifically, for the potential for bias item, the 
kappa was 1. One researcher rated the remaining articles. We then summarized the data 
from these articles using a data extraction plan developed by the team.  
Results: 
We identified 33 articles that met the inclusion criteria for the synthesis. Table 1 
provides the complete list of those articles. The average score of the included articles on 
the 4-point rigor rating scale was 3.51 with scores ranging from 2.64 to 3.94. There was 
no evident investigator bias in any of the articles. We scored three articles as being 
possibly at risk of bias through investigator involvement in assessments, which we 
describe in the synthesis of these articles. The selected articles comprise a diversity of 
study designs with 12 being quasi-experimental or epidemiological; the impact of these 
designs is noted in the discussion of the findings. One of the aims of this review is to 
understand the context in which each treatment model is implemented. Therefore, Table 1 
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is organized by study geographic location as is the synthesis. Studies are further 
organized chronologically and by program to describe the developments and findings 
within each location and program over time. Perusing the table suggests that there are 
specific regions internationally that have led the development of first-episode psychosis 
programs. The bulk of the literature is from European countries (19 of 33 selected 
articles) with Scandinavian countries and England in Western Europe in particular 
leading this innovative work since the early to mid 2000s. Australia is the other region 
with research on comprehensive first-episode psychosis programs going back to the 
early-mid 2000s. Beginning in the 2010s, there is an emergence of publications from 
other parts of the world such as Asia and North America. The synthesis below begins 
with European studies, followed by Australian, Asian and then North American ones.   
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Table 1 Summary of Selected Articles 
Authors Year Title 
Program/
Location N Design 
Follow-up 
Duration from 
Baseline 
(Intervention 
Duration) Key Findings and Comments 
Cullberg, J., 
Levander, S., 
Holmqvist, R., 
Mattsson, M., 
& Wieselgren, 
I.M. 2002 
One-year outcome in 
first episode 
psychosis patients in 
the Swedish 
Parachute project. 
Parachute- 
Need Adapted 
Treatment + 
Overnight 
Care/  
 
Sweden 
Intervention 
group, 
n=253; 
Comparison 
group 1, 
n=71, 
Comparison 
group 2, 
n=64 
Cohort 
study 1-year (1yr.) 
No differences in symptoms at 12 months. In 
subgroup of those diagnosed with schizophrenia, 
intervention group had higher functioning 
scores. Subgroup with access to overnight care 
within intervention group had higher functioning 
scores.  
 
Comments: factors potentially influencing 
results include- design, site differences, and 
reliance on record data to rate participants. 
Lindgren, I., 
Falk Hogstedt, 
M., & 
Cullberg, J. 2006 
Outpatient vs. 
comprehensive first-
episode psychosis 
services, a 5-year 
follow-up of Soteria 
Nacka 
Soteria- Need 
Adapted 
Treatment + 
Overnight 
Care/  
 
Sweden 
Intervention 
group, 
n=24; 
Comparison 
group, n=32 
Cohort 
study 5-years (5yrs.) 
Functioning scores were higher in the 
intervention group only in subgroup analysis of 
those with Schizophrenia. ‘Recovery’ as 
measured by a scale created for the study was 
more likely in the intervention group.  
 
Comments: factors potentially influencing 
results include-design, small sample, lack of 
psychometric testing of the recovery measure, 
and investigator involvement is assessment.  
Bodén, R., 
Sundström, J., 
Lindström, E., 
Wieselgren, 
I.M., & 
Lindström, L. 2010 
Five-year outcome 
of first-episode 
psychosis before and 
after the 
implementation of a 
modified assertive 
community 
treatment 
programme. 
mACT/  
Sweden 
Intervention 
group, 
n=78; 
Comparison 
group, n=66 
Cohort 
study 5-years (5yrs.) 
Overall, no significant differences over five-year 
follow-up.  
 
Comments: factors potentially influencing 
results include-design, inability to detect the 
effects of all treatment changes during the period 
covered by the study.  
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Authors Year Title 
Program/
Location N Design 
Follow-up 
Duration from 
Baseline 
(Intervention 
Duration) Key Findings and Comments 
Petersen, L., 
Nordentoft, 
M., Jeppesen, 
P., 
Ohlenschae-
ger, J., 
Thorup, A., 
Christensen, 
T.Ø, . . . 
Jørgensen, P. 2005 
Improving 1-year 
outcome in first-
episode psychosis: 
OPUS trial 
OPUS/ 
Denmark 
Intervention 
group, 
n=275; 
Comparison 
group, 
n=272 RCT 1-year (2yrs.) 
Those in the intervention group were less likely 
to have poor outcome on psychotic symptoms or 
functioning, were less likely to be homeless, be 
living in sheltered accommodation or have no 
work at 1-year follow-up.  
 
Comments: factors potentially influencing 
results include- skewed attrition: higher attrition 
in comparison group with participants more 
likely to be living independently and have higher 
education. 
Thorup, A., 
Petersen, L., 
Jeppesen, P., 
Ohlenschlae-
ger, J., 
Christensen, 
T., Krarup, 
G., . . . 
Nordentoft M. 2005 
Integrated treatment 
ameliorates negative 
symptoms in first 
episode psychosis--
results from the 
Danish OPUS trial. 
OPUS/ 
Denmark 
Intervention 
group, 
n=275; 
Comparison 
group, 
n=272 RCT 2-years (2yrs.) 
Those in the intervention group had greater 
improvement is positive and negative symptoms, 
particularly negative symptoms.  
 
Comments:  Differences in service utilization 
were noted, but no specific element of the 
intervention explained differences in outcomes.  
Bertelsen, M., 
Jeppesen, P., 
Petersen, L., 
Thorup, A., 
Øhlenschlae-
ger, J., le 
Quach, P., . . . 
Nordentoft M. 2008 
Five-year follow-up 
of a randomized 
multicenter trial of 
intensive early 
intervention vs 
standard treatment 
for patients with a 
first episode of 
psychotic illness: the 
OPUS trial. 
OPUS/ 
Denmark 
Intervention 
group, 
n=275; 
Comparison 
group, 
n=272 RCT 5-years (2 yrs.) 
Overall, differences in improvement seen at 
earlier stages are not sustained at 5-year follow-
up.  
 
Comments: High attrition of over 40% even 
though no differential attrition. Findings raise 
questions about optimal duration of treatment for 
sustained benefits. 
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Authors Year Title 
Program/
Location N Design 
Follow-up 
Duration from 
Baseline 
(Intervention 
Duration) Key Findings and Comments 
Secher, R. G., 
Hjorthøj, C. 
R., Austin, S. 
F., Thorup, A. 
Jeppesen, P., 
Mors, O., & 
Nordentoft, 
M. 2015 
Ten-year follow-up 
of the OPUS 
specialized early 
intervention trial for 
patients with a first 
episode of 
psychosis. 
OPUS/ 
Denmark 
Intervention 
group, 
n=275; 
Comparison 
group, 
n=272 RCT 
10-years (2 
yrs.) 
Overall, differences in improvement seen at 
earlier stages did not sustain.  
Thorup, A., 
Petersen, L., 
Jeppesen, P., 
& Nordentoft, 
M. 2010 
The quality of life 
among first-episode 
psychotic patients in 
the OPUS trial. 
OPUS/ 
Denmark 
Intervention 
group, 
n=128; 
Comparison 
group, 
n=127 RCT 2-years (2yrs.) 
No significant differences in quality of life 
between groups.  
 
Comments: participants identified work, 
finances, and social network as factors that 
would make a difference, which might be 
considerations for evaluating intervention 
content.  
Østergaard, C. 
T., Vesterager, 
L., Krarup, 
G., Olsen, B. 
B., Melau, M., 
Gluud, C., & 
Nordentoft, 
M. 2014 
Cognitive 
remediation 
combined with an 
early intervention 
service in first 
episode psychosis. 
OPUS+ 
Cognitive 
Remediation 
(CR)/ 
Denmark 
Intervention 
group, 
n=60; 
Comparison 
group, n=57 RCT 
1-year (16 
weeks) 
Intervention group improved in functional 
capacity but the difference relative to 
comparison group was not significant. 
Differences in symptoms seen at post-treatment 
were not sustained at 12-month follow-up. 
Consistent trend of greater improvements in 
intervention group.  
 
Comments: Ceiling effects were noted in 
functional capacity measure, which might have 
affected the results on that outcome.  
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Authors Year Title 
Program/
Location N Design 
Follow-up 
Duration from 
Baseline 
(Intervention 
Duration) Key Findings and Comments 
Rosenbaum, 
B., Valbak, K., 
Harder, S., 
Knudsen, P., 
Køster, A., 
Lajer, M., . . . 
Andreasen, A. 
H. 2005 
The Danish National 
Schizophrenia 
Project: prospective, 
comparative 
longitudinal 
treatment study of 
first-episode 
psychosis. 
Supportive 
Psychodynamic 
Psychotherapy 
(SPP)/ 
Denmark 
Intervention 
group 1, 
n=119; 
Intervention 
group 2, 
n=139; 
Comparison 
group, 
n=304 
Quasi-
experi
mental 
1-year (1–3 
yrs.) 
No overall group differences except when 
adjusting for substance use.  
 
Comments: factors potentially influencing 
results include- design, several differences in 
services at the sites, and inability to control for 
all possible confounders. 
Rosenbaum, 
B., Harder, S., 
Knudsen, P., 
Køster, A., 
Lajer, M., 
Lindhardt, A., 
. . . Winther, 
G. 2012 
Supportive 
psychodynamic 
psychotherapy 
versus treatment as 
usual for first-
episode psychosis: 
two-year outcome. SPP/ Denmark 
Intervention 
group, 
n=119; 
Comparison 
group, 
n=150 
Quasi-
experi
mental 
 2-years (1–3 
yrs.) 
The intervention group improved significantly 
more on functioning.  
 
Comments: factors potentially influencing 
results include- design, differences across sites.  
Harder, S., 
Koester, A., 
Valbak, K., & 
Rosenbaum, 
B. 2014 
Five-year follow-up 
of supportive 
psychodynamic 
psychotherapy in 
first-episode 
psychosis: long-term 
outcome in social 
functioning. SPP/ Denmark 
Intervention 
group, 
n=119; 
Comparison 
group, 
n=150 
Quasi-
experi
mental 
5-years (1–3 
yrs.) 
No significant differences between groups. 
Differences seen at 2-year follow up are not 
sustained.  
 
Comments: factors potentially influencing 
results include- design, differences across sites. 
No differential attrition, but attrition is high 
(45%), non-participants had lower functioning at 
baseline.  
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Authors Year Title 
Program/
Location N Design 
Follow-up 
Duration from 
Baseline 
(Intervention 
Duration) Key Findings and Comments 
ten Velden 
Hegelstad, W., 
Larsen, T. K., 
Auestad, B., 
Evensen, J., 
Haahr, U., 
Joa, I., . . . 
McGlashan, T. 2012 
Long-term follow-up 
of the TIPS early 
detection in 
psychosis study: 
Effects on 10-year 
outcome. TIPS/ Norway 
Intervention 
group, 
n=141; 
Comparison 
group, 
n=140 
Cohort 
Study 
10-years 
(2yrs.) 
Differences in symptoms seen at earlier stages 
did not persist at 10-years, but intervention 
group had higher rates of recovery. The 
difference was driven by higher rates of 
employment in this group.  
 
Comments: attrition was higher in comparison 
group and dropouts had more severe symptoms.   
Kuipers, E., 
Holloway, F., 
Rabe-Hesketh, 
S., 
Tennakoon, 
L., & Croydon 
Outreach and 
Assertive 
Support Team 
(COAST) 2004 
An RCT of early 
intervention in 
psychosis: Croydon 
Outreach and 
Assertive Support 
Team (COAST). 
COAST/ 
England 
Intervention 
group, 
n=32; 
Comparison 
group, n=27 RCT 9-months (1yr.) 
There were no group differences in improvement 
over time.  
 
Comments: factors potentially influencing 
results include-study was underpowered, and 
there was considerable attrition.  
Garety, P. A., 
Craig, T. K., 
Dunn, G., 
Fornells-
Ambrojo, M., 
Colbert, S., 
Rahaman, N., . 
. . Power P. 2006 
Specialised care for 
early psychosis: 
symptoms, social 
functioning and 
patient satisfaction: 
randomised 
controlled trial. LEO/ England 
Intervention 
group, 
n=71; 
Comparison 
group, n=73 RCT 
1.5 years (1.5 
years) 
Overall, the intervention did not show any 
benefits in terms of symptom remission but the 
intervention group had better social functioning 
outcomes and perceived quality of life. 
 
Comments: Study was underpowered to adjust 
for baseline differences found between groups in 
gender, race, and first-ever episode of psychosis.  
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Authors Year Title 
Program/
Location N Design 
Follow-up 
Duration from 
Baseline 
(Intervention 
Duration) Key Findings and Comments 
Major, B. S., 
Hinton, M. F., 
Flint, A., 
Chalmers-
Brown, A., 
McLoughlin, 
K., & 
Johnson, S. 2010 
Evidence of the 
effectiveness of a 
specialist vocational 
intervention 
following first 
episode psychosis: a 
naturalistic 
prospective cohort 
study. 
Vocational 
Support with 
Early 
Intervention 
(VIBE)/ 
 
 England 
Intervention 
group, 
n=44; 
Comparison 
group, n=70 
Cohort 
Study 1 year (1-yr.) 
The group with access to the vocational 
intervention was significantly more likely to 
attain vocational recovery over 12-month 
follow-up.  
 
Comments: factors potentially influencing 
results include- design, potentially unmeasured 
differences, and small sample. 
Drake, R. J., 
Day, C. J., 
Picucci, R., 
Warburton, J., 
Larkin, W., 
Husain, N., . . . 
Marshall, M. 2014 
A naturalistic, 
randomized, 
controlled trial 
combining cognitive 
remediation with 
cognitive–
behavioural therapy 
after first-episode 
non-affective 
psychosis. 
CBT+CR in 
early 
intervention/ 
England 
Intervention 
group, 
n=31; 
Comparison 
group, n=30 RCT 
42 weeks (12+ 
6–30weeks) 
There were no overall differences between the 
groups on symptoms. The group receiving 
cognitive remediation (CR) needed fewer 
cognitive behavior therapy (CBT) sessions than 
the control group to make similar progress.  
 
Provides some indication of CR improving 
efficiency of CBT.  
Gaynor, K., 
Dooley, B., 
Lawlor, E., 
Lawoyin, R., 
& 
O'Callaghan, 
E. 2011 
Group cognitive 
behavioural therapy 
as a treatment for 
negative symptoms 
in first-episode 
psychosis 
CBT/  
Ireland 
Intervention 
group, 
n=25; 
Comparison 
group, n=15 
Quasi-
experi
mental 
6 months (12 
weeks) 
Both groups improved in several areas. Only the 
intervention group improved on negative 
symptoms.  
 
Comments: factors potentially influencing 
results include- design, clinicians rating 
assessments, and small sample size.  
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Authors Year Title 
Program/
Location N Design 
Follow-up 
Duration from 
Baseline 
(Intervention 
Duration) Key Findings and Comments 
Ruggeri, M., 
Bonetto, C., 
Lasalvia, A., 
Fioritti, A., de 
Girolamo, G., 
Santonastaso, 
P., . . . GET 
UP Group. 2015 
Feasibility and 
Effectiveness of a 
Multi-Element 
Psychosocial 
Intervention for 
First-Episode 
Psychosis: Results 
From the Cluster-
Randomized 
Controlled GET UP 
PIANO Trial in a 
Catchment Area of 
10 Million 
Inhabitants. 
PIANO/  
Italy 
Intervention 
group, 
n=272; 
Comparison 
group, 
n=172 
Cluster 
RCT 
9-months (9 
months) 
Intervention group had significantly greater 
improvement in overall psychopathology, but 
not positive and negative symptoms specifically. 
Intervention group also had greater 
improvements in functioning and depression.  
Sanbrook, M., 
Harris, A., 
Parada, R., & 
Young, P. 2003 
The effectiveness of 
an early intervention 
team in the treatment 
of first-episode 
psychosis 
Early 
intervention/ 
Australia 
Intervention 
group, 
n=20; 
Comparison 
group, n=20 
Cohort 
Study 
6-months (6 
months) 
The intervention group had better outcomes on 
overall symptoms. No significant differences in 
functioning.  
 
Comments: factors potentially influencing 
results include- design, small sample size, group 
differences, investigator involvement in rating, 
and reliance on records for rating participants. 
Jackson, H. J., 
McGorry, P. 
D., Killackey, 
E., Bendall, S., 
Allott, K., 
Dudgeon, P., . 
. . Harrigan, S. 2008 
Acute-phase and 1-
year follow-up 
results of a 
randomized 
controlled trial of 
CBT versus 
Befriending for first-
episode psychosis: 
the ACE project. 
EPPIC- CBT/ 
Australia 
Intervention 
group, 
n=31; 
Comparison 
group, n=31 RCT 
1-year (14 
weeks) 
The intervention group improved significantly 
more at mid-treatment on functioning but the 
effect did not persist. The differences on other 
outcomes were not significant.  
 
Comments: factors potentially influencing 
results include- small sample size, CBT duration 
limited by study, and absence of a true control 
group.  
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Authors Year Title 
Program/
Location N Design 
Follow-up 
Duration from 
Baseline 
(Intervention 
Duration) Key Findings and Comments 
Killackey, E., 
Jackson, H. J., 
& McGorry, 
P. D. 2008 
Vocational 
intervention in first-
episode psychosis: 
individual placement 
and support v. 
treatment as usual 
EPPIC-
Vocational 
Intervention/ 
Australia 
Intervention 
group, 
n=20; 
Comparison 
group, n=21 RCT 
6-months (6 
months) 
The intervention group had significantly better 
vocational outcomes over six months.  
 
Comments: These results are for a small sample 
over a short follow-up period.  
Gleeson, J. F., 
Cotton, S. M., 
Alvarez-
Jimenez, M., 
Wade, D., Gee, 
D., Crisp, K., . 
. . McGorry, 
P. D. 2009 
A randomized 
controlled trial of 
relapse prevention 
therapy for first-
episode psychosis 
patients. 
EPPIC-
Relapse 
Prevention/ 
Australia 
Intervention 
group, 
n=41; 
Comparison 
group, n=40 RCT 
7- months (7 
months) 
Intervention group had lower relapse rates and 
longer time to relapse at 7-months (post-
intervention). 
Gleeson, J. F., 
Cotton, S. M., 
Alvarez-
Jimenez, M., 
Wade, D., Gee, 
D., Crisp, K., . 
. . McGorry, 
P. D. 2013 
A randomized 
controlled trial of 
relapse prevention 
therapy for first-
episode psychosis 
patients: outcome at 
30-month follow-up 
EPPIC-
Relapse 
Prevention/ 
Australia 
Intervention 
group, 
n=41; 
Comparison 
group, n=40 RCT 
2.5- years (7 
months) 
The differences in relapse outcomes at post-
intervention did not persist at 30-month follow-
up.  
Zhang, M., 
Wang, M.,Li, 
J. & Phillips, 
M.R. 1994 
Randomised-Control 
Trial of Family 
Intervention 78 
First-Episode Male 
Schizophrenic 
Patients: An 18-
Month Study in 
Suzhou, Jiangsu 
Family 
Intervention/ 
China 
Intervention 
group, 
n=41; 
Comparison 
group, n=40 RCT 
1.5 years (1.5 
yrs.) 
The group receiving family intervention had 
fewer re-admissions, better clinical and 
functioning outcomes.  
 
Comments: Generalizability is limited by an all-
male sample.  
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Authors Year Title 
Program/
Location N Design 
Follow-up 
Duration from 
Baseline 
(Intervention 
Duration) Key Findings and Comments 
Chen, E. Y., 
Tang, J. Y., 
Hui, C. L., 
Chiu, C. P., 
Lam, M. M., 
Law, C. W., . . 
. Honer, W. G. 2011 
Three-year outcome 
of phase-specific 
early intervention 
for first-episode 
psychosis: a cohort 
study in Hong Kong. 
EASY/  
Hong Kong, 
China 
Intervention 
group, 
n=700; 
Comparison 
group, 
n=700 
Cohort 
Study 3 years (2 yrs.) 
The intervention group had better outcomes on 
symptoms and functioning, and were less likely 
to disengage from treatment. There was no 
difference in relapse rates over 3 years.  
 
Comments: Outcomes rated based on clinical 
records only.  
Chan, S. K., 
So, H. C., Hui, 
C. L., Chang, 
W. C., Lee, E. 
H., Chung, D. 
W., . . . Chen, 
E. Y. 2015 
10-year outcome 
study of an early 
intervention program 
for psychosis 
compared with 
standard care 
service. 
EASY/  
Hong Kong, 
China 
Intervention 
group, 
n=145; 
Comparison 
group, 
n=145 
Cohort 
Study 
10 years (2 
yrs.) 
The intervention group had better employment 
outcomes and fewer hospitalizations. There were 
no differences in overall symptoms or 
functioning measures. Relapse and recovery 
rates were not different, but the intervention 
group had fewer relapses resulting in 
hospitalization.  
 
Comments: Reliance on records for longitudinal 
data.  
Chang, W. C., 
Chan, G. H., 
Jim, O. T., 
Lau, E. S., 
Hui, C. L., 
Chan, S. K., . . 
. Chen, E. Y. 2015 
Optimal duration of 
an early intervention 
programme for first-
episode psychosis: 
randomised 
controlled trial 
EASY/  
Hong Kong, 
China 
Intervention 
group, 
n=82; 
Comparison 
group, n=78 RCT 1 year (1-yr.) 
The intervention group receiving extended care 
had better functional outcomes, did better on 
negative and depressive symptoms. 
Hospitalization and relapse rates were not 
different.  
 
Comments: Follow-up period ends at the end of 
extended care. Does not address whether 
benefits would be maintained.  
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Authors Year Title 
Program/
Location N Design 
Follow-up 
Duration from 
Baseline 
(Intervention 
Duration) Key Findings and Comments 
Valencia, M., 
Juarez, F., & 
Ortega, H. 2012 
Integrated treatment 
to achieve functional 
recovery for first-
episode psychosis 
Integrated 
Treatment/ 
Mexico 
Intervention 
group, 
n=39; 
Comparison 
group, n=34 RCT 1 year (1-yr.) 
The experimental group had better functional 
outcomes and much higher rates of functional 
recovery as well as greater symptom 
improvement. Relapse and hospitalization rates 
were lower in the experimental group.  
 
Comments: Comparison intervention did not 
involve any psychosocial support, 
pharmacological treatment only.  
Mendella, P. 
D., Burton, C. 
Z., Tasca, G. 
A., Roy, P., St 
Louis, L., & 
Twamley, E. 
W. 2015 
Compensatory 
cognitive training 
for people with first-
episode 
schizophrenia: 
results from a pilot 
randomized 
controlled trial. 
OnTrack-
Cognitive 
Training/ 
Canada 
Intervention 
group, 
n=16; 
Comparison 
group, n=11 RCT 
12 weeks (12 
wks.) 
The intervention group had better outcomes on 
overall cognition and social cognition. These 
benefits were not reflected in functioning.  
 
Comments: Pilot study with sample size not 
powered to detect differences in functioning or 
symptoms. 
Penn, D. L., 
Uzenoff, S. R., 
Perkins, D., 
Mueser, K. T., 
Hamer, R., 
Waldheter, E., 
. . . Cook, L. 2011 
 A pilot investigation 
of the Graduated 
Recovery 
Intervention 
Program (GRIP) for 
first episode 
psychosis. OASIS-GRIP/ 
USA 
Intervention 
group, 
n=23; 
Comparison 
group, n=23 RCT 
1 year (36 
weeks) 
There were no significant differences between 
the groups at follow-up. The GRIP intervention 
was well- received.  
 
Comments: Small sample, underpowered to 
detect differences.  
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Authors Year Title 
Program/
Location N Design 
Follow-up 
Duration from 
Baseline 
(Intervention 
Duration) Key Findings and Comments 
Srihari, V. H., 
Tek, C., 
Kucukgoncu, 
S., Phutane, V. 
H., 
Breitborde, N. 
J., Pollard, J., 
. . . Woods, S. 
W. 2015 
First-Episode 
Services for 
Psychotic Disorders 
in the U.S. Public 
Sector: A Pragmatic 
Randomized 
Controlled Trial. 
STEP/  
USA 
Intervention 
group, 
n=60; 
Comparison 
group, n=57 RCT 1 year (1-yr) 
The intervention group had better outcomes on 
hospitalizations, vocational engagement, and 
overall psychopathology.  
 
Comments: Access to services for those not 
eligible for public services in the US remains an 
issue.  
Kane, J. M., 
Robinson, D. 
G., Schooler, 
N. R, Mueser, 
K. T., Penn, D. 
L., Rosenheck, 
R. A., . . . 
Heinssen, R. 
K. 2015 
Comprehensive 
Versus Usual 
Community Care for 
First-Episode 
Psychosis: 2-Year 
Outcomes From the 
NIMH RAISE Early 
Treatment Program. 
RAISE-ETP 
NAVIGATE/ 
USA 
Intervention 
group, 
n=223; 
Comparison 
group, 
n=181 
Cluster 
RCT 2 years (2-yrs.) 
The intervention group had significantly better 
outcomes on quality of life, symptoms, and 
participation in either work or school.   
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Study Descriptions 
 Studies in Europe 
Sweden 
Comprehensive care model plus overnight crisis center 
Cullberg and colleagues (2002) published one of the earliest studies of a multi-
component first-episode psychosis program called the Parachute project. The study took 
place in Sweden and the program drew upon other developments in the treatment of first-
episode psychosis in Scandinavia, namely the Finnish ‘need-adapted treatment’ and the 
Soteria crisis center model in Sweden.  
The rationale for the ‘need-adapted treatment’ that inspired the Parachute project 
was to address factors believed to contribute to poor long-term outcomes such as high 
doses of neuroleptic medication, lack of continuity of care, and reliance on hospital based 
care. The Parachute project therefore involved intervention without delay, providing 
treatment in patients’ homes, continuity of clinical staff, ongoing meetings involving 
family members, lowest optimal dose of neuroleptic medication, and availability of 
homelike, low stimulus overnight crisis care (Soteria).  
The study was conducted at a national level at seventeen sites from the beginning 
of 1996 to the end of 1997. A randomized study was not feasible and a historical control 
group drawn from three sites providing standard care for psychosis between 1991–1992 
was used for comparison. To account for changes in anti-psychotic medications and 
inpatient resources in the 1990s, a prospective comparison group of those treated between 
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1995 and 1997 was also drawn. The Parachute project had a sample of n=253, the 
historical comparison group n=71, and the prospective comparison group n=64. Each of 
the groups were followed up over a twelve-month period. 
Baseline and twelve-month data pertaining to diagnosis, symptoms, and 
functioning were examined. Data for the historical control group were obtained from 
records. The prospective comparison group used a different symptom measure and scores 
were converted. At baseline the groups were largely similar demographically, the 
historical comparison group had a greater proportion of those diagnosed with 
schizophrenia or schizo-affective disorder. The major findings of the study were that the 
Parachute group received the least amount of anti-psychotic medication and the historical 
control group the most. In terms of symptoms (measured by the Brief Psychiatric Rating 
Scale, BPRS or Positive and Negative Syndrome Scale, PANSS) and functioning, the 
only significant difference was that Parachute group had significantly higher scores on 
functioning at twelve months based on Global Assessment of Functioning (GAF) scores 
when only those diagnosed with schizophrenia were included in analysis. Within the 
Parachute program, the functioning scores were better at sites that offered overnight care. 
The patients and families in the program had a high degree of satisfaction based on a 
satisfaction questionnaire developed by the authors for this study.   
There are several limitations to this study including the lack of randomization, use 
of record data for scoring comparison groups, potential investigator bias in the 
satisfaction measure, and site differences, all of which make it difficult to draw firm 
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conclusions. Overall, the study suggests that outcomes of this program might be at least 
comparable to usual care and lends some support to the safety and feasibility of the 
program.  
Lindgren and colleagues (2006) published a five-year follow-up of the Soteria 
Nacka overnight crisis center (incorporated in the Parachute program) plus need-adapted 
treatment program and early detection program (comprehensive care) that began in 1993 
comparing it to regular outpatient treatment that was available prior to then. The 
comprehensive care group was drawn from those receiving services between 1993 and 
1996, and the comparison group was drawn from records between 1990 and 1992. This 
study was conducted at the original Soteria Nacka site only and had small samples in 
each group, comprehensive care had n=24 and outpatient care had n=32.  
Data on functioning (GAF), utilization of pharmacological treatment, and 
inpatient care were examined over the five-year follow-up period based on client clinical 
records. There were no baseline differences in demographics, however those with 
schizophrenia spectrum diagnoses in the comprehensive care group had a significantly 
lesser duration of untreated psychosis. The outcomes of interest at five-year follow-up 
were functioning, suicides, and the level of recovery as measured by ‘Soteria Nacka 
Recovery Scale’ developed by the authors. Those in the comprehensive care group were 
less likely to have been prescribed neuroleptic medication, and had high utilization of the 
Soteria Nacka inpatient service in the first year but fewer inpatient days in the remaining 
years relative to the comparison group. The duration of untreated psychosis was lesser in 
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the comprehensive care that also had an early detection component. In terms of the main 
outcomes, the functioning scores were significantly different between the groups only 
among those diagnosed with schizophrenia spectrum disorders where the comprehensive 
care group had higher functioning scores at five-year follow-up. There were no suicides 
in either group. The level of recovery was higher in the comprehensive care group. 
However, these results must be interpreted with caution because there are no 
psychometric properties available for the ‘Soteria Nacka recovery scale’, the non-
randomized design and the ratings being conducted by the investigators introduced 
sources of bias.   
Modified Assertive Community Treatment 
A more recent publication, by Boden and colleagues (2010), examined the 
effects of a treatment model introduced in the late 1990s in Sweden. The study purported 
to address the knowledge gap in long term effects of ‘assertive community treatment’ 
(ACT) programs (Stein & Test, 1980) given their growing use in early psychosis 
populations and because prior studies of this model were conducted with older 
populations. A second aim was to study the effects of this model in a naturalistic setting. 
The study included all reported cases of first-episode psychosis in one Swedish county in 
the three-year period prior to the introduction of an ACT program called mACT in 1998 
(this was the non-mACT group, n=66) and the three-year period following its 
introduction (the mACT group, n=78). The study duration, therefore, was from 1995–
2005.  
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The mACT program had a multi-disciplinary team with a shared caseload in 
contrast to the comparison intervention that had individual caseloads and higher ratios of 
clients to professionals. mACT services were more flexible in terms of intensity as well 
as meeting in client’s preferred location, involved actively reaching out to clients 
including during inpatient stays, included family in treatment, and provided social and 
independent living skills training program.  
Baseline scores on outcome variables were obtained from records and five-year 
follow-up was conducted in person. The primary outcomes of interest were positive and 
negative symptoms of psychosis measured by Positive and Negative Syndrome Scale 
(PANSS).  A score greater than 4 on any item within the positive or negative symptom 
subscale represented a poor outcome on that subscale. Secondary outcomes included 
functioning scores (GAF), Subjective Satisfaction with Life (SSWLS), educational and 
vocational outcomes, and living situation. The groups were comparable at baseline. There 
were differences in hospitalization and medication use that reflected changing practices. 
The mACT group was more likely to use second generation antipsychotics throughout 
and use more acute residential units that were preferred after 1998 instead of hospital 
beds. One subgroup analysis showed mACT group had a higher likelihood of having a 
poor outcome on the dichotomized measure of positive symptoms of psychosis, but this 
effect disappeared when the analysis was limited to those with greater inpatient days (34 
or more days). This finding raised the question of adequacy of acute residential care, 
optimal amount of inpatient treatment, and the effect of different components of 
treatment.  Overall, there were no significant differences between the two groups at five-
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year follow-up. The results of this study do not suggest any long-term benefit of mACT 
over the prior treatment model. Even though the study covers an entire region, the sample 
is small suggesting that there might not have been sufficient power to detect differences. 
While this study has the advantage of being naturalistic, it is difficult to tease out the 
effects of all of the treatment changes that took place during the time period of the study.  
Denmark  
OPUS integrated care model 
The Danish OPUS trial (Petersen et al., 2005) was among the earliest large scale 
randomized trials of first-episode psychosis treatment. This trial compared an integrated 
treatment model to standard care at the time. The integrated treatment model similar to 
mACT in Sweden was also inspired by ‘assertive community treatment’. The treatment 
model included a multidisciplinary team with a shared caseload with a primary staff 
member for each patient caseload of 1:10, this staff person was responsible for 
maintaining frequent contact with each person, meetings were held at the office or in 
home per the patient’s preference, the team maintained contact during inpatient stays, 
medications were offered based on low-dose recommendations, patients were offered 
social skills training or individual psychoeducation as needed, and patients along with 
their family members were offered family psychoeducation. Standard care by contrast did 
not have a team based approach, had larger caseloads of 1:20 to 1:30, and services were 
office based. Medication recommendations in standard treatment were similar to 
  
40 
integrated treatment and were in accordance with the prevalent recommendations at the 
time.  
For the trial, three teams were trained across two regions in Denmark- 
Copenhagen and Aarhus. The integrated team was assigned to each patient for a period of 
two years at the end of which patients were transferred to standard treatment. Patients 
were enrolled in the trial starting in 1998 through 2000. A total of 547 first-episode 
patients were randomized during this time, 275 were assigned to integrated treatment and 
272 to standard care.  
All patients were assessed at baseline for diagnosis (SCAN- Schedules for 
Clinical Assessment in Neuropsychiatry), positive and negative symptoms of psychosis 
(using SAPS- Scale for Assessment of Positive Symptoms and SANS- Scale for 
Assessment of Negative symptoms, respectively), functioning (GAF), duration of 
untreated psychosis using Interview for Retrospective Assessment of Onset of 
Schizophrenia (IRAOS), and socio-demographic data were collected. The groups were 
similar on all measures at baseline.  
1-year follow up 
Petersen and colleagues (2005) reported on outcomes of the OPUS trial at 1-year 
follow up. Patients were assessed again on positive and negative symptoms and 
functioning, and medical records from the previous year were reviewed. A dichotomous 
measure of ‘poor outcome’ was used for each of the following outcomes — positive and 
negative symptoms (scores greater than 3 on either), functioning (score below 30 on 
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GAF), living situation (being homeless, living in sheltered accommodation, or supervised 
housing), non-involvement in work or education, and death. Additionally, an overall 
dichotomous variable was created for ‘any poor outcome’ taking into account all of the 
outcomes. Results showed that at 1-year the integrated treatment group was less likely to 
have poor outcomes on psychotic symptoms or functioning, were less likely to be 
homeless, be living in sheltered accommodation or have no work. Overall, those in 
integrated treatment were less likely to have any poor outcome. These findings suggest a 
beneficial effect of integrated treatment at 1-year. However, investigators found 
differential attrition in that there was greater attrition in the standard care group and in 
general interview participants included a higher proportion of those living independently 
and those with higher education relative to non-participants. This pattern of skewed 
attrition suggests some caution in interpreting the results (Graham & Donaldson, 1993).  
2-year follow up 
A second publication related to the OPUS trial in the same year by Thorup and 
colleagues (2005) examined in detail the effect of integrated treatment relative to 
standard treatment on negative, positive, and disorganized symptoms in first-episode 
psychosis. This study also examined effects by subgroups of schizophrenia diagnosis, 
substance use, gender, and age. Additionally, the study also examined whether any one 
treatment element could account for the differences. The follow-up period for this study 
was 2 years with data from interviews at the 1 and 2-year mark.  
Results showed that those in integrated treatment had significantly greater 
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improvement in negative and positive symptoms. The improvement in positive symptoms 
was largely driven by reductions in hallucinations, whereas there was significant 
improvement in all aspects of negative symptoms. While integrated treatment had a 
beneficial effect in most subgroups, there was a beneficial effect on negative symptoms 
across all subgroups. There were some significant differences in service utilization 
between the two groups: the integrated treatment group had more meetings with their 
primary staff, had greater family involvement, and had higher attendance in social skills 
training. Some of these differences might confer advantages of greater support. However, 
no single element of integrated treatment explained the effect on symptoms, which might 
be due to the individualized nature of the treatment.  
5-year follow up 
While the above studies of the OPUS trial indicated that integrated treatment 
based on the ACT model was beneficial for individuals with first-episode psychosis at 
treatment mid-point of 1-year and at the end of the 2-year treatment period, the longer-
term impact of such treatment for this population remained unknown. Bertelsen and 
colleagues (2008) sought to address this question through a 5-year follow-up of the 
OPUS trial. Assessments conducted at 2 and 5-year follow-up were used in this study. 
Those in the integrated treatment group received those services for two years and were 
transferred to standard treatment after two years. The primary hypothesis was that those 
in the integrated treatment group would have better clinical outcomes in terms of positive 
and negative symptoms of psychosis, functioning, substance use, depression, and suicide 
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at 5-years compared to those allocated to standard treatment. The secondary hypothesis 
was that those allocated to integrated treatment would have better social outcomes in 
terms of living independently, fewer hospitalizations, and working or being in school at 
the 5-year mark compared to the standard treatment group. There was considerable 
attrition at 5 years with a follow-up rate of only 57%.  Mixed model analysis and 
sensitivity analysis were used to account for this. There was however, no differential 
attrition between the groups. No significant differences were found between the two 
groups on clinical outcomes at the 5-year follow-up. In terms of social outcomes, there 
was no significant difference at year 2 between the groups on living in supported 
housing. By year 5, the integrated treatment group had spent significantly less time in 
supported housing between years 2 and 5 than the standard treatment group. There were 
no significant differences in educational or work outcomes. The investigators point out 
that while the data on supported housing are robust, the findings regarding independent 
living would not have held up if Bonferroni corrections were applied suggesting caution 
in the interpretation of these findings. Therefore, the findings of this study show that the 
beneficial effects of integrated treatment seen at 1 and 2-years do not hold up at 5 years, 
raising questions about the optimal duration of active treatment for sustained benefits. 
 
10-year follow-up  
As stated above, the 5-year follow up of the OPUS trial showed that there was no 
sustained clinical benefit of the integrated treatment, but that those in integrated treatment 
had better independent living outcomes. Secher and colleagues (2014) examined how 
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these effects held up at a 10-year follow-up. The follow-up rate at 10 years (63.4%) was 
slightly higher than at 5-year follow-up. There was no differential attrition. Results 
showed that significant time by intervention interaction effects were observed on several 
outcomes over the course of the ten years, but that these were driven by differences 
earlier in the follow-up period. There were no significant differences between the groups 
at 10 years though both groups improved on several outcomes. These findings point to 
the need for further evaluation of the optimal duration of treatment to sustain the effects 
seen in the first two years, and the impact of the addition of an early detection component 
to the treatment model.    
Impact on Quality of Life 
Most studies of the OPUS trial focused on the objective clinical and social 
outcomes. Thorup and colleagues (2010), arguing for the importance of patient 
perceived outcomes, examined the effects of the integrated treatment on perceived quality 
of life relative to standard care. This study was conducted only in the Copenhagen region. 
Patients enrolled in this part completed an additional assessment using the Lancashire 
Quality of Life Profile for this study at baseline and 2-year follow-up. The baseline 
interview was conducted separate from the intake, after the ‘acute’ phase but within the 
first weeks. A total of 280 participants were enrolled in this study, although baseline data 
were available for only 255, n=128 in integrated treatment and n=127 in standard 
treatment. Results showed that there was no significant difference between the groups on 
any dimension of quality of life. Further, while the scores for both groups improved on 
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all domains, they did not reach the level of ‘satisfied most of the time’ for several 
domains like work, finances, leisure, social, and health. In response to what would 
improve their situation, more than half mentioned improvements in social network and 
family, specifically meeting a partner, and several mentioned work and finances. Quality 
of life was correlated to some extent with both positive and negative symptoms, and more 
so with self-esteem. While the intervention addresses these ‘inner-world’ factors 
affecting quality of life, the authors raise the question of whether it is enough to make 
changes in the ‘outer world’ factors of work, finances, and social network that were 
mentioned by participants as being critical to improving their situation.   
Cognitive Remediation + OPUS  
Christensen and colleagues (2014) conducted a smaller randomized trial of a 
cognitive remediation intervention within the OPUS trial. The rationale for the study was 
that cognitive deficits are known to affect functional outcomes in those with 
schizophrenia and cognitive remediation programs had been previously shown to be 
beneficial in non-first-episode populations even though there was considerable variation 
in components of those programs. These investigators tested whether a 16-week cognitive 
remediation program called NEUROCOM could improve the outcomes of the OPUS 
integrated treatment program. The NEUROCOM program was comprised of a weekly 
individual training for 16 weeks, the average duration of meetings was an hour and a half. 
The training included four modules. The first three covered attention, executive function, 
and learning/memory and the fourth module focused on cognitive domains that the 
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patient needed to improve. The training also included practice applying skills to real-
world situations. 
Patients were recruited from those already enrolled in the OPUS study and were 
enrolled after approximately 1 year of participation in OPUS and 6 months prior to the 
end of the 2-year OPUS intervention. A total of 117 patients were randomized to either 
NEUROCOM+ OPUS (n=60) or OPUS alone (n=57).  
Patients were assessed at baseline, post-intervention, and at a 12-month follow-up 
on functional capacity (University of California San Diego Performance Skills 
Assessment, UPSA_B), cognitive functioning (MATRICS consensus cognitive battery, 
MATRICS), symptoms of psychosis (PANSS), and self-esteem (Rosenberg Self Esteem 
Scale, RSES). Functional capacity was the primary outcome of interest.  
Program completion in the NEUROCOM group was approximately 70%. The 
intervention group showed improvements at both post-treatment and follow-up on 
functional capacity, but the difference compared to the control group was not significant. 
The authors note that there were ceiling effects on the functional capacity measure at both 
time points for the whole sample making it difficult to detect differences. There were 
significantly greater improvements in the intervention group on overall symptoms and 
self-esteem at post-intervention but these differences did not persist at follow-up. There 
was, however, significant improvement in positive symptoms in the intervention group at 
follow-up. It should be noted that most patients had remission of psychotic symptoms at 
baseline because many of them had completed a considerable portion of the OPUS 
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intervention. There was a consistent trend of greater improvements in the intervention 
group. How cognitive remediation can be integrated into the OPUS intervention for 
sustained benefits remains to be addressed.  
Supportive Psychodynamic Psychotherapy (SPP)  
The OPUS trial was part of the larger Danish Schizophrenia Project (DSP). A 
group of researchers reasoned that psychotherapy interventions, specifically 
psychodynamic therapy, were declining in availability in mainstream psychiatry because 
of lack of adequate studies comparing their effectiveness to psychosocial interventions. 
They argued that SPP was much different from classical psychoanalytic methods and 
could offer a valuable treatment choice and that more studies of this approach were 
needed. Therefore, a prospective longitudinal study of SPP was conducted partially 
alongside the OPUS trial. Recruitment for the SPP study took place between 1997 and 
1999.    
SPP was offered as a manualized individual and/or group therapy offered weekly 
for a period of 1–3 years from enrollment. The intervention focused on processing 
psychosocial events, dealing with emotional experiences, sense of self, and interpersonal 
relationships.  
Three studies describe the findings of this trial at 1, 2, and 5-year follow-ups. The 
first of these studies by Rosenbaum and colleagues (2005) compares three treatment 
groups — those assigned to a combination of SPP and standard care available in 
Denmark (n=119), those assigned to integrated treatment in OPUS (n=139), and those 
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assigned to standard care alone (n=304). Standard care was largely uniform across 
Denmark. The treatment assignment was complex. The sample for this study was drawn 
from several centers with a large portion of the sample (52%) being from the OPUS trial. 
The sample from the OPUS trial was randomly assigned to either OPUS integrated 
treatment or standard care. The sample recruited specifically for this study came from 
centers with three different group assignment protocols and none had random assignment. 
Some assigned the first half of patients recruited to SPP and standard care, and the second 
half to standard care, other centers offered only one of these options. The portion of the 
total sample that was not from the OPUS trial was n=269, SPP+ standard care (n=119) 
and standard care (n=150). The two and five-year follow-ups report on this sample only.  
Participants were assessed at baseline and 1, 2, and 5 year follow-ups on 
functioning (GAF, Strauss-Carpenter) and symptoms of psychosis (PANSS). The groups 
were similar on baseline measures. Overall, at 1-year follow-up, there were no significant 
differences between either intervention group when compared to the standard care group. 
It was only when substance use was adjusted for as a confounding factor that there were 
significant differences favoring both intervention groups over standard care on 
functioning and negative symptoms of psychosis. The authors note that several other 
possible confounding factors including duration of untreated psychosis were not 
measured, and that it is possible the interventions had not been delivered long enough to 
detect differences. An important aspect to note is that this study took place across 
different sites with considerable variation in capacity to provide the services. Not all sites 
could provide all treatment options, therefore not all of the sample was randomly 
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assigned to treatments. These differences in sites and variations in treatment assignment 
methods reflect possible contamination of results.  
Rosenbaum and colleagues (2012) report on the findings at 2-year follow-up. 
These findings compare only SPP combined with standard care (n=119) and standard 
care (n=150). At 2 years both groups had improved on both symptom and function 
measures, but only the SPP group improved significantly. The difference between the 
groups was significant only on GAF scores, on both symptom and function subscales, but 
the differences in measures of psychotic symptoms were not significant. Despite the 
limitations in design of the study, the findings indicate that providing SPP in addition to 
standard care might have some benefit. Further research is needed to establish empirical 
evidence.  
Harder and colleagues (2014) report on the findings at 5-year follow-up. The 
follow-up rate at 1 and 2-years was high, around 90% and 80% respectively, but by 5 
years fell to 55%. There was no evidence of differential attrition, but dropouts had lower 
GAF scores at baseline. The group differences favoring the SPP group seen in the 2-year 
follow-up study did not hold up at 5 years. There were no significant differences between 
SPP plus standard care versus standard care alone groups at 5 years. Considering SPP 
was offered for 1–3 years with the 1 and 2-year follow-ups occurring during this time, the 
period between the 2- and 5-year follow-ups represents the time after the end of active 
SPP and raises questions about sustainability of benefits. This study also had several 
other limitations that must be considered, namely the lack of randomization, lack of 
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assessment of fidelity of the intervention delivery to the proposed SPP and possible 
variation within standard care.  
Denmark and Norway 
Treatment and Intervention in Psychosis (TIPS) early detection program 
TIPS, Treatment and Intervention in Psychosis early-detection study, was 
designed based on literature showing that longer duration of untreated psychosis was 
significantly correlated with poorer symptomatic and functional outcomes. The purpose 
of this study was to examine the impact of a program designed to reduce the duration of 
untreated psychosis. The study took place in Norway and Denmark comparing regions 
providing the early detection program with those that did not. The remaining services 
were similar across all of these regions and included 2-year treatment comprised of 
medication, supportive psychotherapy, and multi-family psychoeducation. All of these 
areas were socio-demographically similar and had similar employment opportunities.   
Hegelstad and colleagues (2012) report on the 10 year outcomes of this study. 
The study compared patients from two regions in Norway that provided an intensive and 
comprehensive early detection program through information campaigns and easy access 
to mental health care (n=141) with patients from one region in Norway and one in 
Denmark that provided usual detection methods (n=140). Patients were recruited between 
1997 and 2001, and assessed at baseline, 2, 5 and 10 years. Among those eligible, 23% 
declined to participate. Those who declined had longer duration of untreated psychosis 
and were slightly older. However, these factors did not vary by group. The early 
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detection group had fewer positive and negative symptoms of psychosis at baseline as 
well as 2- and 5-year follow-ups. This 10-year follow-up study sought to examine 
whether these differences persisted and whether those in the early detection group would 
have higher rates of recovery measured by a combination of standard international 
symptom remission criteria based on PANSS scores and scores on Strauss-Carpenter 
Level of Function Scale.  
At the 10-year follow-up a larger portion of those in the usual detection group had 
dropped out. The follow-up rate was about 72% in the early detection group, whereas it 
was only 52% in the usual detection group. Those lost to follow-up had a significantly 
longer duration of untreated psychosis relative to those who were available at follow-up. 
Differences in attrition were examined in analyses. Within the usual detection group, 
dropping out was significantly associated with more negative symptoms and poorer 
cognitive subscale scores on PANSS. Authors note that differential attrition could not be 
satisfactorily addressed in analyses. The differences in symptoms favoring the early 
detection group at previous follow-ups did not persist at 10 years. However, recovery 
rates were significantly higher in the early detection group compared to the usual 
detection group. Recovery was a dichotomous variable combining symptom remission 
and outcomes on functional criteria. The difference in attaining recovery was driven by a 
significantly larger proportion of those in the early detection group being in full-time 
employment. Having fewer negative symptoms at baseline and being in the early 
detection group were the two factors that predicted attaining recovery. Differential 
attrition was the major limitation of this study. However, despite the more severely ill 
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patients in the usual detection group dropping out there was demonstrable benefit of early 
detection in terms of recovery rates at long term follow-up.  
England 
In England, studies of two specialty first-episode psychosis programs began in 
2000, shortly after the start of the Scandinavian studies in the late 1990s. These were the 
Croydon Outreach and Assertive Support Team (COAST) in South London and Lambeth 
Early Onset (LEO) team also in London. These studies were conducted in response to the 
growing popularity of first-episode psychosis programs in the absence of much evidence 
of their benefits. The purpose was to evaluate whether there were benefits to justify the 
resource intensive nature of these programs.  
Croydon Outreach and Assertive Support Team (COAST) 
Kuipers and colleagues (2004) evaluated the COAST program using a 
randomized trial. COAST offered a range of interventions including medication, 
individual cognitive behavior therapy, family intervention if appropriate, and a range of 
vocational and welfare assistance. Care was provided by a multi-disciplinary team with a 
care coordinator assigned to each patient who had a small caseload of no more than 1:12. 
In treatment-as-usual, no specialty psychological therapy such as cognitive behavior 
therapy nor information geared to early intervention issues was available and the 
caseloads were approximately 1:35.  
Participants were recruited from the Croydon mental health service from April 
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2000 to July 2001. A total of 59 participants were randomized to COAST (n=32) or 
Treatment as Usual (TAU, n=27). Those in TAU could get COAST services after one 
year if the services remained appropriate. Participants were assessed at baseline, 6 
months, and 9 months post-baseline on symptoms of psychosis (PANSS), quality of life 
(Manchester Short Assessment of Quality of Life, MANSA), depression (Beck 
Depression Inventory, BDI), functioning (GAF), service utilization, and self-report of 
unmet needs. There was considerable attrition such that less than half the original sample 
was available at each of the follow-up assessments, but some who missed one attended 
the other so that at least one follow-up assessment in addition to baseline was available 
for 72% of the original sample.  
Both groups improved on symptoms, quality of life, functioning, and unmet needs 
over time. However, there were no significant differences between groups. There were 
also no significant differences in hospital days. The findings show that patients who are 
recently diagnosed, irrespective of group assignment, experience improvements. The 
study was underpowered and high attrition further limited the ability to detect any group 
differences.  
Lambeth Early Onset (LEO)  
Garety and colleagues (2006) conducted a randomized trial to evaluate the 
effects of the LEO program relative to Treatment as Usual (TAU). Both LEO and TAU 
services were provided by teams comprised of psychiatrists, psychiatric nurses, 
psychologist, and occupational therapists, the LEO team also included healthcare 
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assistants. The LEO team was led by a primary care coordinator, the program offered 
extended service hours and a combination of mental health and social welfare services 
that included medication management, cognitive behavior therapy, vocational support 
and family intervention as needed. TAU involved community services provided by 
mental health teams who had no special training in management of early psychosis but 
were not discouraged from following best practices for early psychosis that were 
introduced in the United Kingdom during the life of the study.  
Participants were identified in the borough of Lambeth from January 2000 for an 
18-month period. A total of 144 participants were randomized to LEO (n=71) or TAU 
(n=73). All eligible patients in the area were randomized with permission to randomize 
prior to consent. Consent was sought after this for participation and collection of data 
from case notes. Participants were assessed at baseline and at 18-month follow-up for 
symptoms of psychosis (PANSS), functioning (GAF), and depression (Calgary 
Depression Scale, CDS). At the 18-month follow-up insight (The Scale for Assessment of 
Insight, SAI), service satisfaction (Verona Service Satisfaction Scale, VSS), and quality 
of life (MANSA) were also assessed. Clinical case notes were collected throughout the 
follow-up period and were used to rate social recovery on a three-point scale on housing, 
occupational status, and relationships domains. Of those randomized, only n=55 (77%) in 
the LEO group and n=44 (60%) in TAU completed the baseline and 18-month follow-up 
interviews. Case note data was available for over 90% of the sample. The two groups 
were largely similar at baseline except that the intervention group had significantly fewer 
males, a higher proportion of those experiencing first-ever episode of psychosis, and 
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higher percentage of racially white individuals.  
Results were first analyzed without adjusting for baseline differences, followed by 
analysis adjusting for baseline differences. Both of these analyses showed significant 
difference in overall functioning favoring the intervention group. Assessments of insight, 
quality of life, and satisfaction at 18 months showed that those in the LEO group reported 
higher satisfaction and quality of life in both unadjusted and adjusted analyses. The 
control group had a higher risk of discontinuing medication and discontinued medications 
sooner than the intervention group.  Social recovery assessments showed that the 
intervention group had significantly better outcomes in the relationships domain. While 
the occupational domain did not show significant differences by group in recovery scores 
at 18 months, the intervention group was engaged in vocational or educational activity for 
significantly more months than the control group. Overall, while the intervention did not 
show any benefits in terms of symptom remission, there were several benefits in social 
functioning outcomes and perceived quality of life. Cognitive behavior therapy in the 
intervention was offered in a pragmatic manner in accordance with patient preferences, 
rather than systematically. It is possible that the absence of clinical benefits is related to 
the lack of a more structured, intensive intervention. The study did meet recruitment 
goals for adequate power, but was underpowered when considering the adjustments 
required for baseline differences in variables likely to affect outcomes.   
Vocational Support Within Early Intervention (VIBE) 
Major and colleagues (2010) studied the effects of a specialty vocational 
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intervention within an early intervention program for first-episode psychosis. They 
argued that while supported employment had been shown to be effective in older 
populations, there was no evidence-base for applying this model to first-episode 
populations and that vocational recovery remained an area of concern. Therefore, they 
conducted a naturalistic study within an early intervention program to evaluate the 
effectiveness of a modified supported employment program, geared towards first episode 
population, in achieving vocational recovery at 12-month follow-up. In addition, they 
examined predictors of vocational recovery in this group.  
VIBE services were provided by an occupational therapist and a support worker 
within an existing early intervention program. Supported employment services were 
available flexibly throughout the 3-year duration of the early intervention program. VIBE 
differed from traditional supported employment in that the focus was not on rapid job 
placement, rather it was on education and addressing specific areas of vocational 
functioning relevant in the early stages of recovery. The early intervention program was 
available in the London boroughs of Camden and Islington, but due to funding 
constraints, VIBE was available only in Camden creating a comparison cohort in 
Islington. Other services were similar in both locations.  
A total of 114 participants, n=44 in the intervention location and n=70 in the 
control location, were recruited between 2003 and 2006 to participate in the study for a 
12-month follow-up period. Education and employment activity data were collected from 
records over the 12-month period, and baseline data were gathered on socio-
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demographics, functioning (GAF), duration of untreated psychosis (Nottingham Onset 
Schedule, NOS-DUP), and symptoms (PANSS). The primary outcome of interest was 
vocational recovery defined as gaining or returning to competitive employment or an 
educational activity that would lead to a nationally recognized vocational qualification or 
degree.  
Univariate analysis showed that while the group with access to VIBE had a higher 
percentage of those attaining vocational recovery relative to the group with access to the 
intervention, the difference was not statistically significant. However, other factors such 
as being educated beyond secondary school level, being occupied (defined as being a 
student, an employee, or a stay at home parent or spouse) at baseline, higher functioning 
scores at baseline, having a diagnosis other than schizophrenia, and shorter duration of 
untreated psychosis were all statistically significant predictors of vocational recovery at 
the univariate level. When these factors were adjusted for in multivariate analysis, the 
group with access to VIBE was significantly more likely (3.5 times) to attain vocational 
recovery than the comparison group. Other covariates in the model that remained 
significant predictors were education, baseline occupational status, and duration of 
untreated psychosis. The study used the conservative approach of including all those who 
had access to VIBE rather than just those who utilized it. This is a small study that 
provides preliminary evidence of the effectiveness of a specialty vocational intervention 
in the early phase of treatment in improving vocational recovery.  
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Cognitive Behavior Therapy (CBT) and Cognitive Remediation (CR) 
Drake and colleagues (2014) conducted a naturalistic study to test whether 
participation in a cognitive remediation (CR) intervention prior to cognitive behavioral 
therapy (CBT) would improve the efficiency of CBT in early intervention. They argued 
that both interventions target different but complementary deficits making them good 
candidates for combination therapy. They also argued that the wait time for an individual 
CBT therapist would be well utilized by providing CR during this time to address the 
cognitive impairments that could be an obstacle to participation in CBT. Early 
intervention services provided by the National Health Service in United Kingdom include 
CBT. The study was conducted in two regions already providing these early intervention 
services. Eligible patients were randomized to receive either a 12-week CR intervention 
or a time-matched social contact (SC) control intervention prior to starting individual 
CBT. CBT was available from 6 to 30 weeks as needed.  
The CR program was twelve weeks long and used the ‘Computerized Interactive 
Remediation of Cognition-Interactive Training for Schizophrenia’ (CIRCUITS) software. 
The intervention was delivered by trained psychology graduates. The SC intervention 
was delivered by support workers and focused largely on social activities. The two 
interventions provided equal exposure to staff. CBT following these interventions was 
delivered by trained therapists.  
A total of 61 participants were randomized to either CR (n=31) or SC (n=30). 
Participants were assessed at baseline, 12 weeks, and 42 weeks on severity of 
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hallucinations and delusions (principle target of CBT) as measured by Psychotic 
Symptom Rating Scale (PSYRATS), symptoms of psychosis (PANSS), depression 
(CDS), social and occupational functioning (Social and Occupational Functional 
Assessment Scale, SOFAS), and insight measured using a 7-item version of the Insight 
Scale. The severity of hallucinations and delusions were also rated periodically during the 
CBT phase. At the end of CBT treatment, therapists assessed progress using a standard 
five-point score for CBT. Therapists, in addition to raters, were blinded to group 
assignment. Readmission and relapse data were collected from case records.  
Results showed that CR was not associated with lower severity of hallucinations 
or delusions and did not positively affect global cognition. It was associated with 
significantly higher insight after CBT than SC. Those in CR required about half as many 
CBT sessions than those in SC to make similar progress. Results suggest some evidence 
to support the hypothesis that CR improves the efficiency of CBT and that this program 
warrants further investigation.   
Ireland  
Cognitive Behavior Therapy (CBT) 
In Ireland, Gaynor and colleagues (2011) also investigated whether CBT was 
more beneficial to those with early psychosis relative to those with more stable psychosis. 
They also argued that since most studies focus on individual CBT, testing a group CBT 
intervention was warranted.  
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The CBT intervention was comprised of 12 weekly meetings of 1.5 hours each 
with the possibility of individual meetings as needed at the end of group. There was a 
booster session 3–4 months after the end of weekly sessions. The intervention included 
psychoeducation, normalization (such as normalizing feelings and experiences, including 
letting someone know they are not alone in their experience) and anxiety management, 
cognitive restructuring, and mindfulness techniques.  
The study took place in a community mental health system serving a catchment 
area with a population of 172,000 in South Dublin. All eligible first episode psychosis 
(FEP) patients were approached over a two-year period. The stable psychosis (SP) 
patients who served as the comparison group, were recruited from outpatient services and 
were individuals who had a first episode of psychosis in the 5 years prior to the start of 
the study who were demographically similar to the FEP group. A total of 40 individuals 
enrolled in the study, n=25 FEP patients and n=15 SP patients. The CBT intervention was 
delivered separately to each group.  
Participants were assessed at baseline, post-intervention and at 6-month follow-
up. The primary outcome measures were ratings on positive and negative symptoms of 
psychosis (SAPS and SANS), and depressive (CDS) symptoms. Secondary outcome 
measures included quality of life (WHO Quality of Life, WHOQoL) and anxiety (worry 
subscale of Somatic, Cognitive, and Behavior Anxiety Inventory, SCBAI).  
The only significant difference between the two groups at baseline was that those 
in the FEP group were receiving lower doses of antipsychotic medication. Results 
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showed that both groups improved over time on positive symptoms, depression, anxiety, 
and quality of life, whereas only the FEP group improved significantly on negative 
symptoms. It is possible that the improvement in negative symptoms is related to 
medication differences or the natural course of psychosis in the early phase. The study 
has several limitations such as the small sample size and lack of randomization making it 
difficult to draw firm conclusions, but the results provide the basis for further 
investigation of the value of CBT in early intervention.  
Italy 
GET UP PIANO trial- Multi-element psychosocial intervention within routine care  
Ruggeri and colleagues (2012) reasoned that most multi-element psychosocial 
interventions have been not offered in routine service settings and are provided in a time 
limited manner during the study that could affect continuity of care. They proposed that 
more research was needed regarding the feasibility of integrating such comprehensive 
care into routine care settings. Therefore, they conducted a cluster randomized trial in a 
large area of northern Italy involving 117 community mental health centers (CMHCs) 
comparing an integrated multi-element psychosocial intervention comprising cognitive 
behavior therapy, family intervention, and case management to treatment as usual (TAU). 
In Italy, TAU comprises outpatient psychopharmacological treatment and non-specific 
supportive clinical management. Randomization was at the level of the CMHC and the 
unit of observation was patient and family member (where available). Follow-up 
assessments were conducted after 9 months of treatment.  
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The primary hypotheses were that the multi-component intervention would: 1) 
result in greater improvement in symptoms of psychosis (PANSS), and 2) reduce hospital 
days. Secondary outcomes included subjective appraisal of psychotic symptoms 
(PSYRATS), scores of social functioning (GAF), and depression (Hamilton Rating Scale 
for Depression, HAM-D). A total of 444 individuals were enrolled from April 2010 
through March 2011, n=272 in the intervention centers and n=172 in the TAU centers. 
The follow-up rate at 9 months was high approximately 88%.  
In terms of primary outcomes, both groups experienced symptom improvement, 
but the intervention group had significantly greater improvement in overall 
psychopathology. The differences in positive and negative symptoms did not reach 
significance. Hospitalization rates in general were low and there was no significant 
difference between the groups. Both groups experienced improvements in social 
functioning, and the intervention group had significantly greater improvements in 
functioning and depression. The premise of this study was to examine the viability of 
service delivery through routine care settings to address the limitations of stand-alone 
specialized services such as being time limited and potentially impacting continuity of 
care. Feasibility of delivering a multi-element intervention through routine care settings 
was demonstrated by the level of engagement in the intervention and high level of fidelity 
to the proposed intervention that was achieved. 
 Studies in Australia 
In the late 1990s there was growing support for early intervention in psychosis in 
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Australia as well. The Australian Clinical Guidelines for Early Psychosis were 
established as part of the National Early Psychosis Project in 1996. Early intervention 
teams started to be established based on these guidelines.  
Sanbrook and colleagues (2003) noted that not much was known about the 
clinical effectiveness of these programs. Therefore, they conducted a retrospective study 
comparing two cohorts of first-episode psychosis patients who received treatment before 
(pre-EI) and after (EI) the establishment of an early intervention team. The purpose of the 
study was to examine how the clinical management differed between the two services 
and the effect on outcomes.  
The pre-EI cohort received services from a general mental health team, each staff 
member served 25–30 patients, patients had access to 24-hour emergency services and 
case management, and they could see a psychiatrist at the local psychiatric hospital. The 
EI service was modeled after an ACT team: caseloads averaged approximately15, 
frequency of meetings was dependent on need and patient preference, psychiatric review 
was available at the community health center (CHC) or patient home, and family 
members were provided group family psychoeducation.  
The study was conducted based on a retrospective file audit of patients meeting 
inclusion criteria. Patients were identified at two CHCs and their records for 6 months 
from entry into treatment were reviewed. The pre-EI group was composed of those who 
presented for services between mid-1995 and mid-1996. The EI group was composed of 
those who presented for services between mid-1998 and mid-1999. A total of n=20 were 
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identified in each group.  
Given the retrospective nature of the study, patients could not be assessed and 
information available in the records was used to arrive at ratings on outcomes. Symptoms 
were rated on the Clinical Global Impression Scale (CGIS) and the authors created a 
four-point rating scale for psychosocial functioning outcomes.     
The two groups were similar other than the EI group having significantly more 
females relative to the pre-EI group. Those in the EI group were more likely to have 
contact with a case manager, more likely to be referred to an age appropriate 
psychosocial group, and more likely to have family involved in treatment than the pre-EI 
group. Patient retention in services at 6 months was similar (85%) in both groups. Both 
groups experienced significant improvements in CGI scores over the six-month period, 
but the EI group had greater improvement. Both groups improved significantly on 
functional outcomes as well, however, the difference between the groups was not 
significant. The EI group was more likely to be on atypical antipsychotic medication in 
keeping with the changes in practice that had occurred during the timeframe of the study.  
Gender differences in the two groups and changes in medication practices could 
have affected the results. The study is also limited by a small sample, reliance on records 
alone, the use of a non-standard scale for functional assessment, and potential for bias in 
the ratings. At six months, there appeared to be some advantage to the EI services. 
However, this does not address whether these effects are sustainable or cost-effective 
given the greater intensity of services.  
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Early Psychosis Prevention and Intervention Center (EPPIC) 
EPPIC is an early intervention program for individuals experiencing first-episode 
psychosis that was established in the mid-1990s as a subprogram of ORYGEN Youth 
Health serving metropolitan Melbourne. The program included a 16-bed in-patient unit, 
an outpatient case management system, family intervention, prolonged recovery 
programs, tailored group programs, and medication according to low-dose protocols. In 
the last decade, studies of different aspects of the program have been published and are 
summarized below.    
Cognitive Behavior Therapy (CBT) in acute phase 
Jackson and colleagues (2008) examined whether a CBT intervention in the 
acute phase could lead to faster reductions in positive and negative symptoms and more 
rapid improvement in functioning compared to a Befriending comparison group, whether 
the effects of CBT would be sustained at 1-year follow-up, and whether CBT in 
comparison to Befriending would lead to fewer hospitalizations and time in hospital from 
end of treatment to 1-year follow-up.  
Both CBT and Befriending were available for a maximum of 20 sessions in 14 
weeks delivered flexibly across a range of settings. All other services remained the same. 
The CBT intervention was called Active Cognitive Therapy for Early Psychosis (ACE) 
and was based upon previous CBT work in the field. The Befriending program was 
intended to control for therapist time and involved chatting about neutral topics of 
interest and engaging in social activities.  
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A total of n=62 individuals among those eligible between 2001 and 2003 were 
randomized to either ACE (n=31) or Befriending (n=31). Participants were assessed at 
baseline, mid-treatment, end of treatment, and at 1-year follow-up on positive symptoms 
(Psychotic subscale of BPRS) and negative symptoms (SANS), and functioning 
(SOFAS). Hospitalization data was obtained from records.  
The only significant difference between the groups at baseline was that the ACE 
group had significantly fewer males. The number of sessions was similar across both 
groups, but the median time in therapy was longer in ACE. Results on outcome measures 
showed that both groups improved over time. The ACE group improved significantly 
more in terms of functioning than the Befriending group at mid-treatment, but this effect 
did not persist at later assessments. There were no significant differences in positive or 
negative symptoms, nor in hospitalizations. 
The intervention in the study was time limited as opposed to being offered 
flexibly as needed, raising the question of optimal amount of treatment. The Befriending 
program was intended to control for the effect of therapist time, but in the absence of a 
true ‘treatment as usual’ group this could not be tested. Considering these limitations and 
small sample size, further research is needed to better understand the utility of CBT in 
first-episode population.  
Vocational intervention 
Killackey and colleagues (2008)conducted a small study of a vocational 
intervention within the EPPIC program. The intervention was based on the supported 
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employment model (IPS) that has been shown to be effective in older populations with 
long term schizophrenia. The purpose was to test its effectiveness in a first-episode 
psychosis population.  
The employment intervention comprised of all aspects of the evidence-based IPS 
model. It involved a focus on competitive employment, no readiness based restrictions, 
rapid job search, integration with mental health services, job search based on consumer 
preferences, ongoing support after employment, and counseling about welfare benefits. 
The location and frequency of service delivery in this program was based on consumer 
preferences. The treatment as usual group received EPPIC services.  
A total of 41 individuals were recruited between October 2005 and April 2006; 
n=20 were randomized to receive IPS in addition to treatment as usual (TAU) and n=21 
were randomized to TAU alone. Baseline assessments of symptoms (BPRS, SANS), 
functioning (SOFAS), and quality of life (Heinrichs Quality of Life Scale, Heinrichs 
QLS) were conducted, and employment records were collected over a six-month period.  
The IPS group was expected to have better vocational outcomes, that is, higher 
rates of working or being in school, higher rates of job attainment, longer duration of 
being employed, and to be less likely to use welfare benefits over the six-month follow-
up than the TAU group.  
The only differences between the two groups at baseline were that the TAU group 
had a greater proportion of those who were married or in a relationship, and the TAU 
group had higher functioning scores. The IPS intervention was delivered with high 
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fidelity as measured by the IPS fidelity scale (Becker et al., 2001) and observations, 
reviewed by an independent researcher. The results suggested that a much higher 
proportion of those in the IPS group compared to TAU were working or in school over 
six months. Those receiving IPS were significantly more likely to find jobs and to work 
more weeks relative to the TAU group. Only the IPS group had a significant reduction in 
the use of benefits. Regression analysis adjusting for marital status and functioning 
suggested that while these factors were significant predictors of employment outcomes, 
group assignment was a much stronger predictor.  
These findings are encouraging but further evaluation with larger sample sizes 
and longer follow-up are needed.  
Relapse prevention 
One of the interventions studied alongside the EPPIC program was a CBT based 
relapse prevention intervention. Two studies by Gleeson and colleagues (2009; 2013), 
described below, report on the results of this intervention at the end of the seven-month 
intervention period and at follow-up 2.5 years after the end of the intervention. The 
rationale for the study was that while those experiencing first-episode psychosis respond 
positively in the acute phase of treatment, relapse rates are high. Therefore, these 
investigators examined the effectiveness of a relapse prevention intervention (RP) 
relative to treatment as usual (TAU) for those individuals who were diagnosed with a 
first-episode of psychosis and had achieved remission based on BPRS scores on 
psychosis related items. The study took place in Melbourne (at EPPIC) and at a program 
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in Victoria, Australia. Within both programs participants were randomized to TAU or 
RP.  
TAU involved outpatient case management and psychiatry with a caseload of 
about 35 for the case manager. All case managers were oriented to early psychosis 
treatment, and received therapy manuals and standardized psychoeducation material. 
Families were offered brief psychoeducation at entry and EPPIC offered support groups 
to families. The RP group had access to home based treatment and group interventions as 
needed. They also received an individualized formulation of relapse risk and phased 
relapse prevention using a variety of CBT interventions, and parallel individual and 
family sessions on relapse prevention.  
A total of n=81 participants enrolled and completed baseline between November 
2003 and May 2005, n=41 to RP and n=40 to TAU. All patients were assessed at baseline 
and five follow-up time points (post-intervention, and at months 12, 18, 24, and 30) on 
psychiatric symptoms (BPRS), depression (Montgomery-Asberg Depression Rating 
Scale, MADRS), negative symptoms (SANS), medication adherence (Medication 
Adherence Rating Scale, MARS), functioning (SOFAS), quality of life (WHOQoL), and 
single-item clinician ratings of severity of alcohol and drug use. BPRS ratings for 
psychosis were also completed every 6 weeks by telephone. A widely-used definition of 
relapse based on BPRS scores (Nuechterlein et al., 1992; Ventura et al., 1992) was used 
to assess this outcome.    
There were no significant differences between the groups at baseline. At 7-month 
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follow-up (Gleeson et al., 2009), there were no significant differences in dropouts. The 
RP group had a significantly lower rate of relapse (5.3%) at 7 months relative to the TAU 
group (21.8%). The time to relapse was also longer for the RP group than TAU. There 
were no other significant differences between the groups except that the RP group had 
higher scores on the alogia (poverty of speech) subscale of SANS, which was thought to 
be a chance finding.  
Gleeson and colleagues (2013) describe the findings of subsequent follow-up 
assessments. At 30-month follow-up there was no significant difference between the 
groups on the primary outcomes of relapse rates or time to relapse. Further analysis 
showed that the RP group continued to do better on these outcomes at 12-month follow-
up but that the difference did not endure beyond this time point. The TAU group also had 
significantly greater improvement than the RP group on SANS, and on functioning. The 
RP group improved significantly over time on functioning until 24 months but by 30 
months the scores were similar to baseline. While medication adherence did not change 
significantly within the TAU group, the RP group had improvements at 24 and 30 
months, but there was no significant difference between the groups at the study endpoint. 
The difference in functioning was no longer significant after controlling for medication 
adherence but the difference is SANS overall and alogia persisted.  
These findings suggest RP is a promising intervention to reduce relapse rates in 
the short term but the effects are not sustained long term. This study was conducted with 
a small sample and effects of specific elements of the interventions could not be 
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analyzed. The authors posit studying further modifications such as monitoring signs of 
relapse within treatment and adjusting the CBT intervention accordingly.   
 
 Studies in Asia 
China 
Family Intervention 
Zhang and colleagues (1994) conducted the earliest study that met criteria for 
this review. The study took place in 1988 in Jiangsu province of China and examined the 
effectiveness of a family intervention for individuals with first-episode psychosis. The 
investigators noted that while it was traditional for individuals with schizophrenia to live 
with their families in China, treatment focused largely on medication and family 
intervention was almost never provided, although it was hypothesized to be beneficial. 
Therefore, they conducted an 18-month long randomized trial assigning 78 male first-
admission patients at discharge to either family intervention (FI, n=39) or outpatient 
treatment as usual (TAU, n=39).  
The family intervention involved outpatient psychopharmacological services plus 
psychoeducation for families at treatment initiation followed by ongoing family 
counseling as well as group family counseling in which patients also participated. There 
was active outreach to ensure at least one family contact every three months. The TAU 
group engaged with outpatient psychopharmacological services at will and received 
medications after a cursory review of symptoms. There was no active outreach from the 
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clinicians for this group. All participants were assessed every 3 months over the 18-
month period of psychopathology and functioning using Chinese adaptations of the 
BPRS and GAF.  
The only significant difference between the groups at baseline was that those in 
the TAU group were more likely to be agricultural workers whereas those in the FI group 
were more likely to industrial workers. The results over eighteen months showed that 
those in TAU were much more likely to be readmitted to the hospital. At the end of the 
study a comparison of patients who were not readmitted in both groups showed that those 
in the FI group had less severe psychiatric symptoms and higher overall functioning. 
Medication adherence appeared to play a role in readmissions in that a much greater 
proportion of those who did not take medications as prescribed were readmitted and those 
in the TAU group were significantly more likely to not adhere to medications. Further 
analysis showed that those who were both compliant with medications and received 
family intervention had the best outcomes.  
These findings indicate that family intervention, involving psychoeducation and 
supportive counseling for families, holds promise as a means of improving outcomes for 
this population. The generalizability of the study is limited by the fact that only males 
were included. The authors also note that readmissions are only a proxy measure of 
symptom severity and relapse rates might have been a more accurate measure.  
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Hong Kong  
Early Assessment Service for Young People with Psychosis (EASY) 
Following the development of first-episode psychosis programs in the west, Hong 
Kong established an early intervention program in 2001, the Early Assessment Service 
for Young People with Psychosis (EASY). This program operated throughout Hong 
Kong, with five specialized multi-disciplinary teams serving about 1,400 patients at any 
one time. The treatment approach involved intensive case management with phase-
specific protocol-based psychosocial intervention and psychiatric medical follow-up. 
Case managers maintained relationships with patients and their family members, and 
provided individual and family support. The caseloads in EASY were larger than early 
intervention programs in the West, therefore case managers provide psychoeducation and 
supportive care rather than more intensive interventions such as CBT.  
A study by Chen and colleagues (2011) examined the 3-year outcomes of this 
program and a study by Chan and colleagues (2015) examined the long-term,10-year, 
outcomes.  
Chen and colleagues (2011) compared outcomes of 700 consecutive first-episode 
patients who enrolled in the EASY program between 2001 and 2003 with 700 patients 
matched on age, gender, and diagnosis who received standard care (SC) between 1998 
and 2001. The EASY services (as described above) were provided for two years, while 
the SC group obtained care from providers with high caseloads, received brief outpatient 
consultation and no community based support.  
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The two groups were compared over a three-year period during which outcome 
data were collected monthly through clinical records. Symptoms were rated based on 
record data using the Clinical Global Impressions Severity Scale (CGI-S). Relapse was 
defined as change in symptom severity resulting in medication change or hospitalizations. 
Recovery was defined as score of 2 or less on positive symptoms and 3 or less on 
negative symptoms on the CGI and working or studying full-time for at least twelve 
consecutive months. In addition, service utilization data were collected.  
There were no significant differences at baseline on most measures including 
premorbid functioning and duration of untreated psychosis. The EASY group was 
significantly more likely to be on second generation antipsychotics. At follow-up, the 
EASY group members had fewer positive and negative symptoms, were more likely to 
attain full-time employment and achieved longer duration of full-time employment over 
the follow-up period. A greater number of EASY patients attained at least one period of 
recovery during the 3-year follow-up. However, relapse rates were not different between 
the two groups. The EASY group had fewer relapses in the first year but this difference 
did not persist and there were no differences in number of suicides between the two 
groups. The EASY group members had more psychiatric outpatient contacts, stayed in 
treatment longer and were less likely to disengage from treatment. Secondary analysis 
showed that group differences in the primary analysis could not be explained by the 
difference in medications.  
Findings indicate that the early intervention program might have benefits in a 
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non-Western setting. While being a naturalistic study lends the advantage of a large 
sample, reliance on record data alone rather than clinical assessment is a limitation of this 
study. If a clinical assessment, such as the PANSS, or SAPS and SANS were used, these 
assessments could have been more in depth, and there would have been an opportunity to 
assess reliability of clinician ratings through the use of multiple raters.  
Chan and colleagues (2015) examined the outcomes of the EASY program at a 
10-year follow-up. For this study participants were selected among those presenting to 
EASY services from July 2001 through June 2002, and those presenting to SC from July 
2000 through June 2001. A total of n=145 in each group were included in the study. 
Information on hospitalization, functioning, suicide attempts, mortality, and relapse over 
10 years was obtained from clinical records. In addition, at the final follow-up 
participants were assessed through interviews on psychopathology (PANSS), negative 
symptoms (SANS), depression (CDS), social and occupational functioning using SOFAS, 
Role Functioning Scale (RFS), and Strauss-Carpenter Scale.  
There were no significant differences between the groups at baseline and there 
were no differences in type of antipsychotic medication utilization over ten years. The 
EASY group had fewer hospitalizations than the SC group, this difference held true for 
the first three years as well as year four through ten. At year 10, significantly more 
patients in the EASY group were engaged in full-time employment and had more months 
in full-time employment over the 10-year period, but there were no significant 
differences on any of interview-based measures of functioning. There were no significant 
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differences in symptoms, remission or relapse rates, but the EASY group had 
significantly fewer relapses resulting in hospitalization. Those in the SC group were 
likely to die earlier than the EASY group, and the EASY group had fewer suicide 
attempts after controlling for age, gender, and duration of untreated psychosis.  
This study adds to the small body of literature internationally on long-term 
outcomes of early intervention programs for first-episode psychosis. The findings 
indicate some retention of benefits conferred by early intervention. The naturalistic 
design did not allow for assessing symptom severity at baseline, and the quality of 
longitudinal data may have been limited by the quality of records.  
Chang and colleagues (2015) argued that there was a lack of empirical data on 
the optimal duration of early intervention and that given their own findings within the 
EASY program, of persisting functional impairment even in those who achieved 
symptom remission, there was need to assess the optimal duration of treatment. 
Therefore, they conducted a randomized controlled trial examining the differences 
between those who received the standard 2-year EASY program plus step-down care 
(Step Down) with those who received an additional year of EASY services (Extended 
Care). The step-down care that the control group received involved outpatient medical 
follow-up and crisis intervention and was a less intensive service.  
A total of n=160 participants from the EASY program who had completed the 2-
year treatment were enrolled in the study between November 2010 and August 2011, 
n=82 in the extended care group and n=78 in the step-down group. Participants were 
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assessed at baseline and twelve months on clinical outcomes using PANSS and CDS, and 
at baseline, six, and twelve months on functioning using SOFAS and RFS. Remission 
was defined based on symptom severity and functional outcome was defined based on a 
combination of SOFAS and RFS scores. Psychosocial functioning was the primary 
outcome.  
There were no significant differences at baseline in demographic characteristics, 
diagnosis, illness onset characteristics, symptoms, or medication usage. There was no 
difference between the two groups at 6 months in functional outcomes. After 12 months, 
the extended care group had significantly better overall functioning as well as better 
outcomes on independent living skills, work productivity, and interpersonal relationships. 
There were no differences in full-time work at 12 months, however. The extended care 
group also had fewer negative and depressive symptoms and lower overall 
psychopathology measured by PANSS at 12-month follow-up. There were no differences 
in hospitalization and relapse rates, and medication adherence was similar across both 
groups.  
Findings of the study indicate that extended early intervention might provide 
opportunity for continued improvements in functioning, as well as in negative and 
depressive symptoms. Whether the benefits would sustain after the end of active 
intervention remains unaddressed due to the lack of follow-up beyond the intervention 
period.  
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 Studies in North America 
Mexico 
Integrated treatment 
Valencia and colleagues (2012) conducted a randomized trial to evaluate the 
effects of an integrated treatment (Experimental) approach for individuals experiencing 
first-episode psychosis relative to pharmacological treatment (Control) alone. The 
integrated treatment approach was intended to improve functional outcomes, prevent 
relapse and hospitalization, and increase treatment compliance.  
The integrated treatment involved a combination of pharmacological and 
psychosocial treatment for the client plus psychoeducation for the family. The 
psychosocial treatment comprised of symptom and medication management and skill 
development for better family and social relationships. 
The participants were recruited from the National Institute of Psychiatry in 
Mexico City. A total of 73 individuals participated, n=39 in the experimental group and 
n=34 in the control group. Patients were evaluated at baseline and after 12 months of 
treatment on symptoms (PANSS) and functioning (GAF). The investigators drew upon 
definitions of symptom remission and functional recovery in the literature (Lipkovich et 
al., 2007) to arrive at an operational definition of functional recovery based on a 
combination of PANSS score of 3 or less over six months and GAF score of 65 or more. 
A 20% worsening on PANSS was considered a relapse.  
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At baseline, the two groups were similar demographically as well as on age of 
onset, symptoms, functioning, and medication. Both groups had symptom improvements 
over 12 months, but the experimental group had greater improvements. The control group 
did not experience functional improvement, whereas the experimental group had 
significant improvements in functioning scores. The experimental group had significantly 
lower relapse and hospitalization rates, and higher medication compliance.  
These findings lend support to the benefits of combined psychosocial and 
pharmacological treatment in early psychosis. It is important to note that unlike studies 
comparing regular outpatient care involving some case management support with more 
intensive outpatient treatment, this study compares integrated treatment to 
psychopharmacological treatment alone.   
Canada 
Compensatory Cognitive Training 
Mendella and colleagues (2015) reported on a pilot randomized trial to evaluate 
the benefits of a cognitive remediation program titled Compensatory Cognitive Training 
(CCT) in early psychosis. The investigators wanted to test whether the benefits 
demonstrated in older individuals with schizophrenia extend to early psychosis. CCT is a 
manualized intervention that focuses on teaching strategies to work around cognitive 
impairments rather than drills to affect improvements in cognitive functioning. The 
intervention was 12-weeks long and involved weekly 2-hour group treatment. The 
program was provided within On Track, the Champlain District First Episode Psychosis 
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Program in an Ottawa Hospital. On Track services included psychiatric care and a range 
of other services provided by a multi-disciplinary team including the following 
specialties- psychology, social work, nursing, and occupational therapy.  
A total of n=27 participants receiving On Track services were randomized to 
either CCT (n=16) or to continue treatment as usual (TAU, n=11). The CCT participants 
were expected to experience improvements in cognitive composite scores and functional 
capacity; secondary outcomes of individual cognitive test scores and symptom ratings 
were also examined. Patients were assessed at baseline and at post-treatment (12-weeks 
later) on MATRICS battery of cognitive tests, social cognition using Mayer-Salovey-
Caruso Emotional Intelligence Test (MSCEIT), functioning using UCSD Performance 
Based Skill Assessment, and psychopathology based on PANSS and CDS.  
There were no significant differences between the groups at baseline on 
demographics, cognitive test scores and reading level, or psychopathology.  At the end of 
treatment, the CCT group did significantly better on the MATRICS composite score and 
on social intelligence. There was no significant difference between the groups on 
functional capacity or symptoms. All assigned participants completed the CCT 
intervention indicating acceptability of the intervention.  
This was a pilot study with a small sample, not powered to detect differences in 
measures of symptom or functioning.   
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United States 
Graduated Recovery Intervention Program (GRIP) 
Penn and colleagues (2011) conducted a randomized pilot study of GRIP, an 
individual CBT program designed to facilitate functional recovery among those who have 
experienced first-episode psychosis. The goal was to examine the feasibility of the 
intervention as well as its effectiveness relative to treatment as usual (TAU). The 
investigators argued that there had been inadequate evaluation of this approach in the 
United States. They also argued for greater focus on functional recovery as an outcome of 
individual therapy approaches rather than restricting attention to clinical outcomes. 
GRIP was offered within the context of a specialty first-episode program in 
Chapel Hill, NC, the Outreach and Support Intervention Services (OASIS), which 
constituted TAU. The GRIP intervention involved up to 36 weekly, individual sessions, 
and had four phases — engagement and wellness management; substance use, persistent 
symptoms, and functional recovery. The first 12 sessions addressed pre-specified topic 
areas, and the client was asked to pick a family member or friend to support them with 
homework. After the completion of 12 sessions and progress review, the therapist and 
client collaboratively determined whether additional meetings were needed and set the 
goals for these sessions. In contrast, TAU services included access to a multi-element 
service with individual clinical services and case management from a primary clinician, 
and access to community based support and medication management. Clients in this 
program received supportive therapy or CBT as needed, and had access to several 
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psychoeducation and life skills groups. Family members had the option to attend either 
single family or multi-family support meetings.   
For this study participants were recruited from the OASIS program and 
randomized to GRIP in addition to TAU (GRIP, n= 23) or TAU alone (n=23). 
Participants were assessed at baseline, post-intervention, and 3-months post-intervention. 
The primary outcome measures included a range of functional measures — quality of life 
using the Heinrichs Quality of Life Scale (Heinrichs QLS), community functioning based 
on Role Functioning Scale (RFS) and Multnomah Community Ability Scale (MCAS), 
and social skills based on Social Skills Performance Assessment (SSPA). Secondary 
outcome measures included psychopathology based on PANSS and CDS, mastery and 
purpose in life subscales of the Scales of Psychological Well-Being, social support 
measured by Multidimensional Scale of Perceive Social Support (MSPSS), alcohol use 
scale (AUS) and drug use scale (DUS), and attitudes toward medication measured by 
Brief Evaluation of Medication Influence and Beliefs (BEMIB).  
The only significant difference between the groups at baseline was that those in 
the TAU group were slightly younger. The GRIP intervention had a program completion 
rate of 61%. There was no significant difference between groups on the primary 
outcomes with the exception of the GRIP group having greater improvement on the work 
productivity subscale of the RFS at follow-up relative to TAU, and the TAU group had 
greater improvement in perceived social support. Based on clinician and client ratings, 
treatment completers in GRIP were more likely to have achieved their goals at post-
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treatment. 
The findings indicate the acceptability of GRIP but do not indicate that adding 
GRIP to TAU had significant incremental benefits. GRIP was added to an existing 
specialty program, OASIS, and likely required a much larger sample size to detect 
differences over and above OASIS.  
Specialized Treatment Early in Psychosis (STEP) 
 Srihari and colleagues (2015) investigated whether a specialty first-episode 
program in the United States public sector can meaningfully improve outcomes for 
individuals with early psychosis through a pragmatic randomized trial. They noted that 
while in Europe and Australia national policies were bolstering implementation of first-
episode programs in public mental health services, in the United States the feasibility of 
delivering first-episode services through the public mental health system remained 
unknown. The STEP program was established as a partnership between Yale Department 
of Psychiatry and the Connecticut Department of Mental Health and Addiction Services 
(DMHAS), the program itself was located within the Connecticut Mental Health Center 
(CMHC) serving the New Haven area. The partnership allowed for service eligibility (for 
those assigned to STEP) to extend to those who would not otherwise be served by the 
CMHC and included those who were privately insured, under the age of 18, or lived 
outside of the catchment area. Expanding eligibility for CMHC services allowed for 
recruitment among all those who met the study inclusion criteria in the New Haven area.  
The STEP program was provided by a multi-disciplinary team and patients could 
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choose from a variety of services that included medication management, family 
education, CBT, and case management to obtain vocational or educational support. 
Services in STEP were office-based with caseloads of about 1:50. Participants in the 
study were randomized to either the STEP program or treatment as usual (TAU). Those 
assigned to TAU could either continue treatment with their existing outpatient providers 
or get a referral to an outpatient provider based on their insurance status. This study 
adopted a pragmatic design and there was no attempt to standardize the TAU. 
A total of 117 individuals enrolled in the study between April 2006 and April 
2012 and randomly assigned to STEP (n=60) or TAU (n=57). The primary hypothesis 
was that STEP group would have fewer psychiatric hospitalizations, the secondary 
outcomes related to community functioning and vocational functioning in particular; the 
STEP group was expected to fare better at one-year follow-up.  
There were no significant differences between the groups at baseline on 
demographics, duration of untreated psychosis, functional status, symptoms and 
substance use, and hospitalizations. Participants were assessed for symptoms using 
PANSS, functioning based on GAF and Heinrichs QLS, hospitalization data were 
obtained through interviews and administrative data at Yale Psychiatric Hospital (YPH), 
and occupational, housing and general social functioning outcomes were obtained 
through the Social Functioning Scale (SFS).   
Results at one year follow-up showed that the STEP group had fewer 
hospitalizations and fewer bed days, they were also more likely to be engaged in work or 
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school. It is possible that hospitalizations in the TAU group were underestimated due to 
administrative data being available only from YPH, which would bias the results against 
STEP because those in TAU were more likely to be hospitalized outside of YPH. The 
STEP group also had better outcomes on overall symptoms measured by PANSS and the 
positive symptoms of psychosis subscale.  
The findings demonstrate feasibility of delivering STEP services in the United 
States public mental health system and effectiveness of these services. Those in the STEP 
group who would not otherwise have access to services at the CMHC did so as a result of 
study participation. However, eligibility for public sector services could be a barrier to 
accessing these services outside of the study. 
NAVIGATE  
Kane and colleagues (2015) conducted the first large scale randomized trial of a 
comprehensive first-episode psychosis program in the United States, NAVIGATE.   
The NAVIGATE program was the first attempt in the United States to provide 
comprehensive first-episode psychosis services in non-academic community mental 
health settings. The program was part of an initiative of the National Institute of Mental 
Health to develop and test integrated treatment approaches for first-episode psychosis 
that support symptomatic and functional recovery.  
The NAVIGATE program included personalized medication management aided 
by a web-based decision support system to help individuals make informed choices, 
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family psychoeducation, resilience-focused individual therapy, and supported 
employment and supported education. The services were funded through existing 
insurance reimbursement mechanisms except supported employment and education, 
which were supported with research funds.  
The control group in the trial was assigned to ‘community care’ (CC) that 
involved services chosen by the clinician and based on service availability at the site. The 
CC sites did not receive any treatment guidance, only orientation to research procedures 
pertaining to recruitment, retention, and data collection.  
The trial took place in 21 states at 34 mental health treatment centers, and centers 
were randomly assigned to serve as NAVIGATE (n=17) or CC sites (n=17). Sites had to 
meet eligibility criteria related to ability to provide the services to be included in the trial. 
A total of 404 individuals enrolled in the study between July 2010 and July 2012, n=223 
in NAVIGATE sites and n=181 in CC sites. Participants received treatment for two years 
and were assessed every six months, diagnosis was assessed at baseline and one year. The 
outcome measures included the primary outcome of quality of life based on Heinrichs 
QLS, symptoms of psychosis based on PANSS, severity of illness based on CGI, and 
depression based on CDS. In addition, site based research assistants obtained information 
about participation in work or school, inpatient and outpatient service utilization, and 
alcohol and drug use through monthly interviews.  
Participants in the two groups were comparable demographically and clinically 
including duration of untreated psychosis.  Analyses suggested that at baseline there were 
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significant differences as follows: NAVIGATE participants included more males, a 
smaller proportion of those with prior hospitalizations, worse PANSS total scores, and 
fewer attending school at baseline. Measures of treatment receipt showed that participants 
in NAVIGATE stayed in treatment longer, were more likely to receive outpatient mental 
health services based on the monthly reports, and were much more likely to have 
received the services p of NAVIGATE. The NAVIGATE group experienced significantly 
greater improvement on the primary outcome of quality of life, on PANSS total scores, 
and depression. They also had greater rates of participation in work or school. There was 
no significant difference on the CGI severity score. Additional analyses showed that 
duration of untreated psychosis (DUP) had a significant moderating effect: participants 
with a DUP of 74 weeks or less had much better outcomes on quality of life and 
symptoms relative to those with longer DUP.  
The results of this study show promise for implementing the program on a large 
scale and for its benefits relative to standard care. Findings about the impact of DUP 
point to the need for reducing delays in treatment.  
Discussion 
The specific aims of this study were to: 1) describe the state of the evidence 
pertaining to existing first-episode psychosis programs and important contextual aspects 
of these programs, 2) to contrast this evidence from the literature with what is known 
about the Open Dialogue model, and 3) identify areas of potential contribution of the 
Open Dialogue model to the treatment of first-episode psychosis. The paragraphs below 
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address these specific aims.  
 Specific Aim 1: Describe the state of the evidence pertaining to first-episode 
programs and important contextual variables 
Nearly all of the first-episode psychosis programs that have been described 
involved a combination of pharmacological and psychosocial treatment, a team based 
treatment approach, active outreach to the participants, often small caseloads, many 
offering services in the client’s home or community, psychoeducational or life skills 
groups, and family support or family psychoeducation. Several of the programs included 
additional specific psychotherapeutic interventions such as CBT (LEO, COAST, EPPIC, 
OASIS, NAVIGATE), individual relapse prevention therapy (EPPIC) or resilience 
focused therapy (NAVIGATE).  Some offered vocational or education supports (COAST, 
LEO, VIBE, EPPIC, NAVIGATE, and STEP), and some offered overnight care 
(Parachute, Soteria, EPPIC). Some of the studies examined the effects of these specific 
interventions such as CBT, cognitive remediation, or relapse prevention on the outcomes 
of the overall early intervention program. Not all programs, however, were multi-
component in nature or interventions offered as part of such a program. Supportive 
psychodynamic therapy in Denmark, for example, was not part of this type of 
comprehensive care.  
Services were generally provided for up to two years with the exception of 
Swedish programs that were evaluated for five years, during which services continued to 
be available as needed. Most programs were evaluated for the duration of time services 
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were provided. The only programs to be evaluated for a follow-up period after the active 
treatment ended were OPUS, supportive psychodynamic therapy, TIPS, relapse 
prevention therapy within EPPIC, and EASY. Long-term follow-up studies, 10-year 
follow-up, were available only for OPUS, TIPS, and EASY.  
At post-intervention, relative to the comparison group, many of the 
comprehensive programs had a beneficial effect on symptoms and/ or functioning. These 
include, OPUS in Denmark (Petersen et al., 2005; Thorup et al. 2005), TIPS in Norway 
(tenVelden Hegelstad et al., 2012), LEO in UK (Garety et al., 2006), PIANO in Italy 
(Ruggeri et al. 2015), family intervention in China (Zhang et al. 1994), EASY in Hong 
Kong (Chen et al. 2011), integrated treatment in Mexico (Valencia et al., 2012), STEP 
(Srihari et al., 2015) and NAVIGATE (Kane et al., 2015) in the US. All were randomized 
trials except the evaluation of TIPS and EASY, which were large cohort studies. One of 
the early studies, an evaluation of an early intervention program by Sanbrook and 
colleagues (2003) also showed promise but it was a cohort study with a small sample, a 
follow-up period of only six months, and other factors that potentially affected the 
strength of the findings such as group differences at baseline and reliance on record data. 
Studies from Sweden of ‘need adapted treatment’ plus overnight care (Cullberg et al., 
2002; Lindgren et al., 2006) and mACT (Boden et al., 2010) did not demonstrate clear 
benefits of the interventions. These were all historical cohort studies and were limited by 
inability to address confounders such as variation in services within cohorts (Cullberg et 
al., 2002) and practice changes during the course of the study (Boden et al., 2010), and in 
the case of the study by Lindgren and colleagues (2006) in addition to the design 
  
90 
limitations, the sample size was small, and data collection was largely reliant on records. 
Among these only OPUS, TIPS and EASY programs were evaluated at 10-year 
follow-up. In case of OPUS, the differences relative to usual care seen up to 2 years did 
not persist at 5 years (Bertelsen et al., 2008) and 10 years after baseline (Secher et al., 
2015). In case of TIPS (which included an early detection component) while the 
differences in symptoms between the groups did not persist at 10-year follow-up, the 
overall recovery rates were higher in the intervention group mainly due to higher rates of 
employment in this group. The 10-year follow-up of EASY had similar findings in that 
there were no group differences in symptoms and scores on structured assessment of 
functioning, but the intervention group had better employment outcomes and fewer 
hospitalizations.   
Among the specific interventions offered within or alongside comprehensive 
programs, two studies of vocational services, one part of EPPIC in Australia (Killackey et 
al., 2008) and one in UK (Major et al., 2010), resulted in better vocational outcomes for 
the intervention group at post-treatment. Those receiving relapse prevention treatment 
within EPPIC had lower relapse rates (Gleeson et al., 2009) at post-treatment but these 
effects did not persist at the 30-month follow-up (Gleeson et al., 2013). Supportive 
psychodynamic psychotherapy showed some benefit in functioning after two years of 
intervention (Rosenbaum et al., 2012), but the strength of the findings was limited by the 
quasi-experimental nature of the study and differences between sites. Results at the two-
year mark also did not hold at five years (Harder et al., 2014). The findings related to 
  
91 
cognitive remediation and CBT were mixed. In one study, adding cognitive remediation 
reduced the number of CBT sessions needed to make similar progress but there were no 
differences between groups on symptoms (Drake et al., 2014). Many of these intervention 
studies were underpowered or pilot investigations (e.g. Jackson et al., 2008; Penn et al., 
2015; Mendella et al., 2015).  
In almost all of the studies both the intervention group and the comparison group 
improved over time indicating that there is some natural resolution in the course of early 
psychosis. The intervention group had greater improvement in the programs that were 
found to be beneficial at post-treatment. However, with the exception of TIPS in Norway 
that focused on early detection and EASY in Hong Kong in which the intervention group 
retained some advantage at 10-year follow-up, the gains were either not retained or no 
long-term follow-up data is available. For most programs, the latter is true that no long-
term data are available. The early detection aspect of TIPS is of interest because of its 
impact on duration of untreated psychosis (DUP), which has been shown to be directly 
proportionate to poorer outcomes (Lyne et al., 2015; Addington & Addington, 2008). 
Findings in the NAVIGATE study that outcomes were better for those with DUP of 74 
weeks or less lends further support to this aspect of early intervention. The EASY 
program, which also showed benefits at long term follow-up, was studied in Hong Kong 
which has a culture of strong family ties and where 70 percent of the participants were 
continuing to live with their families (Chan et al., 2015) suggesting that family 
psychoeducation combined with ongoing family support after the intervention might have 
a role to play in promoting positive outcomes. Other contextual factors must also be 
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noted in that there were considerable variations in standard care. For instance, standard 
care in the case of Danish OPUS trial involved some psychosocial supports, albeit office 
based, and did not include active outreach. By contrast, standard treatment in Hong Kong 
focused largely on brief psychiatric consultations indicating greater contrast between the 
experimental and control interventions in the EASY trial in Hong Kong. It is plausible, 
therefore, that it would be harder to detect differences between the experimental and 
control groups in the OPUS trial and raises questions about optimal intensity of 
psychosocial supports. Further, a study comparing a one year extension of EASY with 
step-down care (Chang et al., 2015) found that extended care had benefits in terms of 
functioning as well as negative and depressive symptoms, even though hospitalization 
rates were no different. Long term follow-up of both TIPS and EASY suggested that the 
lasting advantages of the intervention were mainly in the functional domain, specifically 
employment and not in symptom reductions.  
 Therefore, questions remain about the optimal duration and intensity of these 
services, as well as what components are critical. These questions need to be examined 
with consideration of costs of these programs, which can be substantial given the 
intensity of services. These comprehensive early intervention programs emerged mainly 
in countries with some form of universal health care such as Scandinavian countries, 
United Kingdom, and Australia. The development of similar programs in the United 
States, e.g. STEP and NAVIGATE, is more recent and payment structures to support 
offering them on an ongoing basis remain a challenge because exceptions made during 
the course of the studies, such as research funds paying for some services, will not extend 
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after the end of the study.  
 Specific Aim 2: Contrast evidence from the literature with what is known about 
the Open Dialogue model.  
The purpose of this review was to develop an understanding of the field of first-
episode psychosis treatment, the overall state of the evidence, the evidence related to 
Open Dialogue in particular, and what Open Dialogue might contribute. The evidence 
base for Open Dialogue is limited in that it derives mainly from evaluation of program 
outcomes in Finland obtained by examining two-year outcomes of cohorts selected every 
few years over a ten-year period. The program has demonstrated high rates of 
employment, and low residual psychotic symptoms over this time (Seikkula et al., 2011). 
However, the investigators were involved in the clinical ratings in this study. The results 
from a small pilot study in the United States demonstrated significant improvement in 
symptoms and functioning over a one year treatment and follow-up assessment period 
(Gordon et al., 2016). The clinical ratings in this study were completed by clinicians 
involved in service delivery. Additionally, none of studies of the model included a 
comparison or control group. In terms of the services offered in Open Dialogue, it is 
similar to other early intervention programs in that it integrates medication and 
psychotherapy services, services are provided in the community, and caseloads are low. 
Unlike many multi-component programs described above, the Open Dialogue program 
does not include a predetermined set of interventions such as cognitive behavior therapy 
or supported employment. The psychotherapeutic methods and focus of treatment are 
need-based and determined collaboratively with the client and the client’s support 
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network. Involvement of the support network is a key component of the model. The 
support network typically includes family members (similar to many first episode 
treatment models) and can include other treatment providers such as vocational or 
educational service providers. The treatment meetings typically involve two clinicians, 
the client and members of the support network; together they form the treatment network. 
The therapeutic style in the network meetings emphasizes transparency in terms of 
clinicians sharing their thoughts openly and not keeping separate notes, creating 
opportunity for all members in the network to express their perspectives, reflective 
listening and non-pathologizing language such as not using diagnostic language and 
using the term “person at the center of concern” instead of patient or client. The clinical 
team in Open Dialogue is responsible for maintaining continuity of care across all 
treatment settings, that is, they provide service in emergency, inpatient, and outpatient 
settings. 
 Specific Aim 3: Identify areas of potential contribution of the Open Dialogue 
model to the treatment of first-episode psychosis. 
One of the core features of Open Dialogue is the ongoing participation of the 
support network, particularly family, in treatment. While other programs offer support for 
families through individual or group family psychoeducation, ongoing participation by 
the family or other members of the support network is unique to Open Dialogue. The 
importance of interventions to address family support is well recognized (Lehman, 1998; 
Caqueo-Urízar et al., 2015) and is reflected in most of the early intervention programs 
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offering some family support or family psychoeducation. Open Dialogue, in contrast to 
offering discrete interventions for the family, actively involves family in the entire 
treatment process, with a focus on developing a shared understanding of the situation, an 
approach that might contribute further to enhancing family support and which warrants 
further investigation.  
Another distinctive component of the Open Dialogue model is the treatment team 
being responsible for providing care across treatment settings. The importance of 
continuity of care to maintain client engagement in treatment is well recognized (Dixon 
et al., 2009) with the proposed models including establishing connection with outpatient 
treatment at the time of discharge and coordination between inpatient and outpatient 
teams. A less common model is that of involving the same team providing treatment in 
both inpatient and outpatient settings, although such a model has previously been 
advocated (Torrey, 1986).  
There is considerable literature indicating the critical role of client involvement in 
decision making and client-centered communication in improving client engagement in 
treatment (Kreyenbuhl et al., 2009). While many of the first-episode programs described 
in this study are informed by these principles, the specific methods used in the Open 
Dialogue model might be valuable in operationalizing them.  
Conclusion: 
The field of early intervention programs for first-episode psychosis has grown 
considerably in the last two decades, even though there are few large scale rigorous 
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studies of these programs and little evidence of long term benefit. The optimal duration, 
intensity, and specific components that are beneficial need further investigation. 
Reducing duration of untreated psychosis is recognized as an important contributor to 
outcomes and family intervention has emerged as a possible critical component of 
treatment. Open Dialogue offers a unique approach to enhancing family support, ensure 
continuity of care, and strategies to promote client-centeredness and shared decision-
making. Further research is needed to examine the effectiveness of this approach in 
improving outcomes for those with early psychosis. 
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Study 2: Client, family and provider experiences of Open Dialogue-based services.   
Introduction:  
The development of Open Dialogue dates back to the 1980s in Finland as part of 
the Finnish National Schizophrenia Project (Seikkula et al., 2001). This was time when 
there was a major effort in the country to improve care for serious mental illness. The 
impetus for this national project was the prevailing heavy reliance on expensive 
institutionalized care for those with schizophrenia in the absence of a well-developed 
outpatient care system (Tuori et al., 1998). Open Dialogue evolved from programs 
developed as part of this effort, specifically it built upon the Need-Adapted treatment 
approach (Alanen et al., 1991) that emphasized rapid early intervention, adapting 
treatment to meet the changing and specific needs of each individual, and maintaining a 
therapeutic attitude in both assessment and treatment. This approach was refined to 
become Open Dialogue with the addition of providing psychotherapeutic treatment for all 
clients within their own personal support systems. The seven core principles of Open 
Dialogue are defined below (Seikkula et al. 2003): 
1. The provision of immediate help: Access to services in the first 24 hours 
of contacting crisis services with the aim of integrating treatment as soon 
as possible within the patient’s everyday life. 
2. A social network perspective: Central involvement of patient’s key 
networks in care e.g., family, friends, employers, other care agencies, 
neighbors, who are all seen as partners or potential partners in the process. 
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3. Flexibility and mobility: Adapting the therapeutic response to change in 
needs using the therapeutic models that best suit each case. 
4. Responsibility: The first staff contacted are to take charge of arranging 
first meetings and the initial team coordinates the entire treatment process. 
5. Psychological continuity: The same team is engaged with the social 
network throughout treatment, and for as long as necessary. 
6. Tolerance of uncertainty: An active attitude among the therapists to stand 
together with the network, and allow for solutions to emerge from a shared 
understanding rather than making rapid decisions about treatment. 
7. Dialogism: The focus is primarily on promoting dialogue, and secondarily 
on promoting change in the patient or in the family, thus fostering a sense 
of agency in service users and their family. 
In addition to the core principles, there are specific elements to the structure of the 
meetings and interaction style that define the therapeutic process of Open Dialogue. 
These include the presence of more than one clinician, the presence of members of the 
client’s support network, and the use of communication methods that emphasize 
transparency, reflective listening, and non-pathologizing language (Olson et al., 2014) 
Open Dialogue has shown promise with regard to hospitalization, neuroleptic 
medication use, and vocational outcomes (Seikkula et al., 2006, 2011) albeit, when this 
study was undertaken, it had been studied only in Finland and only through program 
evaluation rather than experimental methods. Nevertheless, it is an approach that is 
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gaining popularity in the United States and elsewhere (Borg et al., 2009; Razzaque & 
Wood, 2015). However, not enough is known about implementation of Open Dialogue in 
environments where the health care system and cultural context are different from 
Finland.  
Advocates Inc., a mental health agency in Framingham, MA, undertook a small 
pilot study to assess preliminary outcomes (Gordon et al., 2016) of the Open Dialogue 
model of services in their setting, to better understand the fit of Open Dialogue within 
their context, and the feasibility and sustainability of this approach. The agency started by 
training a team of seven clinicians in an adaptation of Open Dialogue. Advocates 
clinicians implemented the model and continued to receive regular training and 
supervision during the course of the project. The trainers included those involved in the 
development of the Finnish Open Dialogue and those who had studied the model in 
Finland, and had developed a training program for clinicians in the United States. The 
program at Advocates was called Collaborative Pathway rather than Open Dialogue 
because it was not possible to replicate all aspects of Open Dialogue in the context in 
which Advocates operates. Specifically, it was not possible in the Collaborative Pathway 
for the same clinical team to provide services across inpatient and outpatient settings. 
This is an element of the principle of continuity of care in Open Dialogue in Finland 
where inpatient and outpatient services are connected but which is not possible in most 
locations in the United States. The Collaborative Pathway addressed not being able to 
provide this continuity of treatment by maintaining supportive contact with the clients 
and family members during periods of hospitalization.  
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This qualitative study was conducted as part of the Collaborative Pathway pilot 
program at Advocates. The aims of this study are to obtain stakeholder feedback related 
to implementation of the Open Dialogue model based on their experiences of the 
Collaborative Pathway program. The specific questions are about stakeholder perceptions 
of the Open Dialogue model, the fit of the Open Dialogue model within the agency 
context, and factors that affected the implementation of this model and affect future 
implementation. The study has two parts: one aims to address these questions from the 
perspective of clients and their family members; and the second aims to address them 
from the perspective of service providers, trainers, and administrators.  
How clients feel about a treatment approach and whether they perceive it as 
appropriate and beneficial plays a significant role in whether they engage in the treatment 
and therefore the success of the implementation of a treatment program. Feedback from 
clients about perceived benefits is increasingly being recognized as an important form of 
evidence (Horner et al., 2013; Kitson et al., 1998; Staley & Doherty, 2016). Similarly, it 
is recognized that clinician perceptions of benefit are a critical source of evidence that 
influences their adoption of new practices (Hack & Gwyer, 2003; Kitson et al., 1998; 
Laws et al., 2009). The context in which a program is implemented and the processes to 
facilitate adoption are also critical to successful implementation (Kitson et al., 1998). 
With respect to this study of the implementation of the Collaborative Pathway adaptation 
of Open Dialogue, evidence refers to participant perceptions of what was helpful about 
the approach, and includes both the process and specific strategies or the content of the 
treatment. Context includes the healthcare system broadly and factors specific to 
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Advocates, as well as the cultural context. Facilitation refers to aspects of the model and 
implementation strategies that aided or inhibited its uptake. The two parts of this 
qualitative study each have specific aims. The aims of the first component are: to gather 
evidence from a client perspective by understanding the experiences of clients and their 
families who participated in Collaborative Pathway, and to examine the contextual 
factors affecting participation, as well as aspects of the model that facilitated or inhibited 
participation. The Open Dialogue model involves not just the person experiencing 
symptoms but also their support network, often the family, in treatment. Therefore, 
participants in this portion of the study include the person experiencing symptoms (who 
will be referred to as the client), and his/her family members. 
The second part of the qualitative study addresses questions about the model fit 
within the context and feasibility from a clinician perspective. Participants in this portion 
of the study include members of the Collaborative Pathway service delivery team with a 
variety of roles. For instance, three members of the team had dual clinical and 
administrative roles, and two were clinicians who were associated with the original Open 
Dialogue model. The latter two trained and supervised the Collaborative Pathway team 
but did not have a service delivery role. All of these individuals will be referred to as 
clinicians for the purposes of this study. The aims of this component are to understand 
how clinicians with these different roles view the adoption of Open Dialogue-based 
services in the United States in terms of what they perceive to be its key elements and 
benefits, systemic factors affecting service provision employing this model, and critical 
factors that facilitated their implementation of this model of services.  
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Research Question(s):  
As described above, this study consists of two distinct parts, each structured to address its 
own research question: 
Part one: Interviews with clients and family members 
How do participants in services based on the Open Dialogue model in the United States 
evaluate this approach, and what factors related to their treatment background and 
preferences, and family characteristics affect their experience with this model?  
Part two: Interviews with clinicians (service providers, including administrators, and 
trainers)  
How do clinicians think Open Dialogue is beneficial in the treatment of first-episode 
psychosis, and what do they believe are the factors affecting the implementation of this 
model in the United States? 
Specific Aims: 
Each research question has two corresponding specific aims. 
Part one: Interviews with clients and family members 
 To examine evidence from the perspective of client and family experiences.  
 To understand contextual and facilitation factors that affect client and family 
experience of Open Dialogue based services.   
Part two: Interviews with clinicians (service providers, administrators, and trainers)  
 To examine clinician perspectives on benefits and limitations of Open Dialogue. 
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 To understand contextual and facilitation factors that affect the implementation 
and potential sustainability of Open Dialogue based services in the United States.  
Data Source(s):  
This study was one component of the pilot study designed to assess preliminary 
outcomes and feasibility of an adaptation of Open Dialogue entitled Collaborative 
Pathway. The pilot study was led by researchers at Boston University (BU) who were 
independent of Advocates. The pilot study was designed as a small pre-post study with 
periodic follow-up assessments for a year following entry into the Collaborative Pathway. 
The target sample for the pilot was 20 individuals experiencing first-episode psychosis. 
The final number enrolled in the pilot study was 16, of whom 14 remained enrolled 
throughout the study period. One individual withdrew due to needing a more intensive 
level of care for substance use, which was an exclusion criteria and became evident after 
enrollment. A second individual decided against participation soon after enrollment and 
withdrew from the study.  
Data for the first part of the qualitative study were obtained through qualitative 
interviews with pilot study participants (clients) who remained enrolled and were willing 
to participate in these interviews, and their family members who took part in the 
Collaborative Pathway meetings with them. All clients who remained enrolled and were 
reachable were invited to participate in the qualitative interviews. Six clients and their 
family members, ranging from 1–3 family members, took part in qualitative interviews.  
Data for the second part of this qualitative study were gathered through qualitative 
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interviews with clinicians who were part of the Collaborative Pathway team.   Seven 
clinicians were interviewed who were part of the Collaborative Pathway team; these 
included three individuals who also had administrative roles. We also interviewed the 
two clinicians who trained and supervised the team at Advocates in Open Dialogue. Both 
of these trainers had experience with the Finnish Open Dialogue; one of them had been 
part of the team that developed the model. They are both involved in Open Dialogue 
training in the United States. Interviews with these nine clinicians constitute the data 
sources for this component of the study.  
The BU Institutional Review Board approved this study. All of the interviews 
were conducted between February of 2014 and February of 2015. 
Methodology:  
Interview guides (Appendix 2) based on the specific aims of this study were 
developed for the qualitative interviews. The interview guide for the client and family 
member interviews included questions about what led them to participate in the 
Collaborative Pathway, how the experience of this approach contrasted with previous 
treatment experiences, the specific aspects that they found beneficial, what made this 
approach a good fit for them, and what they would have liked to be different about the 
approach. The interviews with clinicians included questions about how they learned 
about the Open Dialogue model, their initial perceptions of the approach, how they came 
to be part of the Collaborative Pathway adaptation of Open Dialogue, what they found 
beneficial in their experience of delivering this model of services, what their perceptions 
were about the feasibility of delivering this model of services in the United States 
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healthcare system, and particular challenges they experienced. Interviews with clinicians 
who were in trainer roles focused more on their perspectives about the strengths of Open 
Dialogue, the training requirements, and issues involved in adapting the model to the 
United States. This author and the principal investigator (PI) of the Collaborative 
Pathway pilot study conducted all of the interviews.  
We recruited participants for the qualitative interviews for part one of the study 
through the clinicians. Participants were approached about the qualitative interviews after 
they had received Collaborative Pathway services for at least six months. The clinicians 
sought permission from their clients for the BU research team to contact them regarding 
participation. The clinicians were given a brief description of what the interviews were 
about to share with clients. Clinicians also informed the clients that staff at Advocates 
would not have access to the information shared with the researchers. The researchers 
then contacted those who were interested by telephone, explained the study in more 
detail, obtained verbal agreement to participate, and scheduled a time for formal 
consenting and the interview. In keeping with the structure and philosophy of the 
Collaborative Pathway meetings, we planned the interviews to include both the clients 
and family members who formed the client’s support network, generally participated in 
the network meetings, and whom the client wanted to invite. We decided that in order to 
go forward with the interviews the client had to be willing to participate, and we would 
not interview family members if they were willing but the client was not willing. This 
was a decision we made in conjunction with the Collaborative Pathway clinical team to 
be in keeping with the principle of transparency that is important in Open Dialogue and 
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therefore in Collaborative Pathway. All interviews were conducted face-to-face, either in 
the client’s or family members’ home or an Advocates office, according to the client’s 
wishes and written informed consent was obtained from all individuals participating in 
the interviews. The interviews were each approximately an hour long. All interviews 
were audio recorded and transcribed.  
For the second part of this study, all clinicians involved in the Collaborative 
Pathway pilot study were invited to participate.  A member of the BU research team 
approached each person individually about his or her interest in participating in these 
interviews and the interviews were conducted individually. Clinicians from Advocates 
and one of the trainers were interviewed in their respective offices based on their 
preference. One of the trainers was interviewed via video conference because this 
individual resided in Finland. All interviewees were informed that participation was 
voluntary and written informed consent was obtained. The interviews were each 
approximately an hour long. All interviews were audio recorded and transcribed.  
The researchers who conducted the interviews analyzed the data. We used a 
thematic analysis approach (Miles & Huberman, 1994) for both parts of the qualitative 
study. First, both researchers coded each transcript. In this step, the researchers reviewed 
the transcripts independently, identified sections of text that address the concepts noted in 
the specific aims of this study, and assigned codes to them. The specific codes, 
addressing the concepts of evidence, context, and facilitation, were those emergent from 
the data. The researchers then reviewed the transcripts together; compared the sections of 
text and the concept identified in it by each researcher; and arrived at consensus on the 
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codes. The consensus process involved both researchers discussing and agreeing on 
sections of text that relate to the concepts of evidence, context, and facilitation, and the 
specific idea represented in them. We followed this process for both components of the 
study. 
The transcripts were then coded using the codes arrived at through consensus for 
each part of the study. Next, we organized the coded data into themes related to evidence, 
context, and facilitation. For part one, we organized the codes into thematic categories to 
address the questions about evidence as assessed through client and family experience, 
contextual and facilitation factors that affected their experiences. For part two, we 
organized codes into thematic categories to address the questions about provider 
perspectives on the strengths of the Open Dialogue model (delivered as Collaborative 
Pathway), contextual factors affecting its adaptation and implementation in the United 
States based on the experience of this pilot site, and factors facilitating provider 
implementation of the model. 
Results:  
In the description of the findings below both Open Dialogue and Collaborative 
Pathway are used to refer to the service delivery model. Collaborative Pathway is used 
when referencing the specific program at Advocates that these findings are based on. 
Open Dialogue is used to refer to the original model when describing specific principles 
or elements. However, this usage pattern is not consistent in the quotes from the 
interviewees where the terms tended to be used interchangeably. In interviewee quotes, 
the use of (. . .) indicates the speaker pausing and [] indicates that the quote has been 
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truncated for clarity or words of other speakers have been omitted retaining only those of 
the main speaker. 
Part one: Interviews with clients and family members 
The next few paragraphs provide a brief description of the participants and their 
backgrounds, which are followed by a description of the themes from their experiences of 
the Collaborative Pathway.  
Description of Participants:  
Six of the fourteen participants in the Collaborative Pathway pilot study agreed to 
be interviewed for this study. The eight non-participants included seven males and one 
female. Of these, two individuals had moved out of state, three individuals had only 
occasional contact with the Collaborative Pathway team and were not interested in 
participating in the qualitative interview, and three others were no longer active in 
services and could not be reached. The non-participants were similar in age to the 
participants, and all except one were White. Six clients, four males and two females, 
along with their family members participated in the qualitative interviews. The age range 
of the clients was 17 to 30 years, with the average being 22.66 (4.5) years, all were 
White and all resided in the greater Boston area or central Massachusetts. Three of the 
clients were working part-time, one was working full-time, one was in high school, and 
one was in transition from college to work. All, except one young woman, were living 
with their families when they started experiencing psychotic symptoms and were 
continuing to live with their families at the time of the interview. Clients chose whether 
to invite family members to the interview and whom to invite. All of the clients chose to 
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invite the family members who regularly participated in the Collaborative Pathway 
meetings. The family members who participated included one or both parents, a sibling, 
and, in the case of one client, an aunt. Each interview included between one to three 
family members.  
Family Involvement in Treatment:  
As mentioned above, all of the clients had at least one family member who was 
involved in treatment as evidenced by participation in Collaborative Pathway meetings. 
Three of the participants had families where both parents were regularly involved, and 
siblings who were either supportive or occasionally participated in Collaborative Pathway 
meetings. Two clients had mothers who were very supportive and involved in treatment. 
One had a stepfather who was supportive but not very involved in treatment, and the 
other had a difficult relationship with the father who was not involved in treatment. In the 
case of the latter, the parents were separated and the father lived out of state. One client 
had only one parent, the father, and the relationship with him was difficult. This client 
was close with the mother’s side of the family, a tight-knit family, caring and involved in 
the client’s life. The client’s maternal aunt, therefore, was the one who participated in the 
Collaborative Pathway meetings. In general, the clients and family members involved 
were aligned regarding their treatment preferences. The only exception was one client 
who started participation in Collaborative Pathway because it was required by the parents 
as a condition for living at home, and because the client felt it was important to them.  
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Mental Health Treatment History: 
All of the clients reported experiencing some form of mental health related 
difficulties in the years preceding their first psychotic episode. The majority of the clients 
expressed having difficulty finding treatment that met their needs. Some of them had 
experiences that were traumatic for them such as being in a residential program for drug 
treatment that was punitive. One client who did not find timely treatment ended up in 
prison out of state. Even those who did not have these punitive experiences described this 
period in their life as rather distressing due to a variety of reasons. These included not 
being able to make sense of disturbing symptoms such as intense urges to hurt themselves 
or a family member, not being able to find appropriate treatment, or undergoing an 
involuntary hospitalization. All of the clients had prior psychiatric hospitalizations before 
enrolling in the Collaborative Pathway.  
With this kind of background, some family members had been actively searching 
for alternative treatments, others had heard about Collaborative Pathway from hospital 
staff at discharge or at a support group meeting and were drawn to this alternative 
approach.  
Clients’ and Family Members’ Experiences of Collaborative Pathway:  
Figure 4 below illustrates the themes from the interviews with clients and family 
members and identifies the components of the conceptual framework they relate to-
evidence, context, and facilitation. Some of the themes include aspects that address 
multiple components of the conceptual framework. Evidence refers to the participant 
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perceptions of what was helpful about the approach, this includes both the process and 
specific strategies or the content of the treatment. All of the themes broadly address 
evidence from the participants’ point of view. The process elements include the contrast 
that participants perceived in their introduction to the Collaborative Pathway relative to 
prior treatment experiences, participants’ experiences of feeling accepted and cared for, 
and the collaborative process that engendered a feeling of partnership in decision making. 
The specific strategies or content include the emphasis on developing a shared 
understanding of the experiences of participants and methods used to do so that provided 
opportunity to express concerns and allowed for multiple perspectives to be considered, 
and the benefits of family involvement for both clients and family members. The themes 
that capture the prior experiences and family environment of the participants address the 
impact of contextual factors. Facilitation here refers to aspects of the model that aid 
(facilitators) or inhibit (barriers) participation and are encompassed within the elements 
of process of treatment. These themes illustrated in the figure are then described in detail.  
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Figure 4 Themes from client and family interviews 
 
 
Contrast with prior treatment experiences 
We started the interviews by asking participants how they got involved in the 
Collaborative Pathway; we asked them to describe what had been happening in their lives 
when they first heard about this treatment approach and what piqued their interest in 
participating. This generally led clients and family members to describe the experiences 
they had had with challenging mental health symptoms and trying to get treatment.  Their 
introductions to Collaborative Pathway were often framed as contrasting with prior 
treatment experiences that could be categorized as feeling rushed and not cared for, 
feeling forced to take medications, and feeling dismissed. The following is a description 
of one such experience by a parent — 
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“Well, …the general, um, psychology department’s run is basically, uh figure out 
how much medicine to give someone, and tell ‘em to leave. And basically, it 
was, uh, they pigeonholed everyone and they really, um, they wanted you to go 
back and get into school, and rebuild your life as quickly as possible, and get 
going. And it was almost like the patient didn’t exist.” 
It was the potential for a positive experience in treatment that attracted clients and 
family members to Collaborative Pathway.  
Nurturing and Acceptance 
Participants described feeling genuinely cared for and respected through a variety 
of aspects of the interaction with clinicians in the Collaborative Pathway. This 
contributed to relationship building and promoted engagement. One client who was 
initially not interested in receiving any services remarked on how the genuine concern 
expressed by the clinical team kept him engaged in treatment. Even those who were 
drawn to the approach to begin with found such expression of concern by the clinicians to 
be an affirmation of their sincerity and strengthened their relationships with the 
clinicians. Following are some examples of the features of the interaction that 
participants found particularly appealing.  
• Expressing genuine concern and connecting at a personal level 
“I felt relieved, um... friendliness factor was, was even greater than I had 
anticipated.  Uh, and it was very real and genuine.  … I think that’s the main 
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feeling, or main two feelings I walked away with – was kind of relief and, oh, 
these are good... these are good people” 
• Non-judgmental-openness to ideas, respectful style 
“He kind of, he listened to what I said, he didn’t, um, disregard anything, he 
didn’t... he didn’t say, like, “Oh, you know...” like he, it was just very open, it was 
very accepting of what I had to say” 
• Availability in times of need 
 “He was very, very flexible... very accommodating... met us on campus a couple 
of times…Um, came out to us, you know. So, like, I felt like, I really felt like they 
genuinely cared and were invested and they wanted, you know, to... to do 
whatever it took” 
Collaborative Process 
One of the major contrasts of the Collaborative Pathway with prior treatment 
experiences as described by the participants was that it was not about being told what to 
do. It was important to these participants to be involved and to share in decision making. 
The procedures both in terms of the environment of the meetings and the decision-
making process made them feel like equal partners. Following is a description of the 
specific aspects of the meeting procedures that participants thought promoted a sense of 
collaboration and being non-directive.  
• Non-hierarchical environment 
The meetings often took place in the client’s home. This provided a sense of 
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being in control, ‘on my turf’ as one client put it. Another family in describing the 
meetings as a meeting of equals wondered aloud about the role of location of the 
meetings.  
“I wonder if part of that is that it would, it took place here, in the home.” 
“Um, TOTALLY different!  This was, “Let’s sit down, let’s have a lemonade or 
some cookies and let’s... let’s talk…it was beautiful”. 
• Client and family setting the agenda 
The Collaborative Pathway meetings began with clinicians asking the client and 
family members, “How would you like to use this meeting?” This was something that 
impressed most families and they quoted it in describing the features that made them feel 
like equal partners and that they had a say in the process rather than having an agenda set 
for them as may be common in other treatment approaches.  
• Sharing of ideas 
Beyond having a say in their priorities for each meeting, the discussion process 
provided clients and family members the experience of working together with clinicians 
on these priorities and exploring multiple options as opposed to the experience of 
following the expert. One of the clients described the experience of these discussions as 
follows: 
“There’s always multiple, like, ways to go about it, and different thoughts to 
make other people think about solutions, or ways to help in the situation. And it 
doesn’t always just come from them, you know.” 
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While this collaborative process was predominantly valued greatly, it was a 
struggle for those who wanted more direction. One set of parents mentioned appreciating 
the process, but at the same time wanting more ‘expert opinion’ particularly concerning 
medications.  
Transparency and Openness 
Open Dialogue is at the core of Collaborative Pathway, and, as the name suggests, 
‘openness’ is central to the approach. The fact that meetings take place in the presence of 
both the client and the family members is one aspect of being ‘open’. Apart from the 
structure of the meeting, ‘transparency’ in process is a core principle of Open Dialogue. 
Clients and family members noted two major ways in which the process conveyed this 
transparency and how it helped them. These are described below.  
• No secrecy or hidden notes 
Most participants had been in situations where clinicians took notes that they were 
not privy to. In some cases, decisions were made based on these notes that were not what 
the participants expected or were against their treatment preferences, thus establishing a 
hierarchy in the treatment process. Even when the notes did not lead to undesirable 
decisions, they made participants feel judged and fearful of not knowing what was being 
written about them. For these reasons, many reported how much they appreciated the 
absence of such hidden notes. As the individuals below state, it made them feel at ease 
and not worry about what was being written about them.  
  
117 
“there’s something a little more comfortable about that, I think... um, that 
there isn’t the... you know, the notes taking on the yellow sheet that you 
never see.” 
“…when they’re writing stuff down, sometimes you’re like, “What are 
they WRITING?” …you know, but that’s not... you didn’t feel that, 
because it was all... NO secrecy.” 
• Clinicians sharing their thoughts about the situation 
The Open Dialogue approach (and Collaborative Pathway adaptation of it) 
involves two clinicians being part of network meetings. When a clinician has a reaction 
to something that has been shared, they express their thoughts or feelings about the 
situation to the other clinician. This process is called reflecting and serves many 
purposes, key among those is clinicians being transparent and authentic about their own 
thoughts. In the words of the individual below, having insight into the thoughts of the 
clinician in this way helped build trust.   
“Um... and, I think, through hearing him talk to ‘Clinician’?  Um... I feel like I 
know his motivations more?  So, it makes me trust him more.” 
Method of Processing Experience and Developing Understanding 
The therapeutic style in Open Dialogue is called dialogic practice. The network 
meetings involve all members of the network talking about their experiences, sharing 
their perspectives and developing a shared understanding of the issues. Participants 
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identified the dialogic process as a whole and specific aspects within the process, such as 
the use of reflections and the sharing of multiple perspectives, as being helpful. These are 
elaborated below.  
• Dialogue: talking about the experience 
Participants found that the opportunity provided by the dialogue to process their 
psychiatric experience, in and of itself made it less overwhelming. Dialogic practice 
focuses on the experience of the individuals rather than on symptom reduction or finding 
solutions. For most of the clients and families the experience of psychosis was uncharted 
and scary. The quote below from a parent describes how talking about it helped 
overcome fear associated with this daunting new experience.  
“And it kind of removed the intimidation factor… there was so much dialogue, 
and so much talking and...it kind of made the whole situation NOT so foreign” 
• Reflections: demonstrating understanding 
As mentioned previously, the two clinicians in the network meeting had 
conversations with each other to express their reactions to what was being discussed, 
which served as a way of being open about their thoughts. This dialogic strategy of 
reflection in Open Dialogue is also a way for clinicians to put forth their understanding of 
what is being said and share their perspective without sounding judgmental or conclusive. 
These reflections, as indicated in the quote below, helped participants know that the 
clinicians understood their experience.  
“...another approach… I liked how they would have conversations with each 
other, and it would really let me... show that THEY understand what’s going on.” 
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• Exploring Multiple Perspectives 
Reflections in the context of the network structure of the meetings allowed for 
clients and family members to develop understanding of each other’s perspective. 
Through reflection clinicians were able to represent perspectives of different members. 
As described by the individual below, the presence of multiple clinicians meant that they 
each might represent the perspective of a different family member so no one felt unheard.  
Reflection also provided different family members an opportunity to distance themselves 
and listen instead of being involved in an argument, so they could listen to other 
members’ perspectives. Therefore, it created a safe space, largely devoid of anger and 
judgment, to explore different perspectives.  
“Also, some of the time, ‘Clinician 1’ would agree, or identify with my 
mom; while ‘Clinician 2’ was hearing what I was saying….rather than 
my mom and I having a disagreement, they were able to just talk amongst 
themselves about representing our viewpoints and what they felt; and we 
could just sit back and listen ….and, THAT was helpful as well.[]Yeah I 
felt that it removed me from the situation so that I could get perspective 
on it, rather than being directly involved and having no perspective. ” 
One mother noted that this process also provided her a model of communication 
that she could employ in her own interactions with her son. Others also noted that this 
style of meeting provided everyone an opportunity to think about different points of view. 
In addition to the clinicians facilitating family members opening up to each other’s 
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perspective, they themselves represented different perspectives based on their own 
experiences and training backgrounds. Some participants appreciated this in that it 
provided more options in terms of ways to think about or approach a situation. For 
instance, in a meeting involving the psychiatrist and a clinician with social work training, 
they could each speak to different areas of concern that the client had related to 
medications. In another instance, one client described finding it helpful to hear a 
clinician’s perspective based on his personal experience with his own parents.  
Family Involvement  
Open Dialogue has its foundation in family therapy. The focus, however, is not on 
family pathology but rather on facilitating communication, developing shared 
understanding and support.  
Family involvement in the process helped family members develop greater 
understanding of the client experience, promoted more open communication with the 
family, allowed family members to learn ways to support the individual, and strengthened 
the individual’s support system. The quotes below illustrate some of these benefits 
experienced by clients and family members.  
Below parents describe how being part of the meetings provided an opening to 
continue the communication outside of the meetings.  
“And then we could talk on the ride home, it wasn’t like... usually when I’d bring 
him to the therapist, “That’s the door, see you later,” he comes back, “Oh, he’s 
doin’ great!”  I don’t know what went on in there.” 
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“And, then, I felt like it actually opened up dialogue for us so that I, even outside 
those meetings. I can say, “How’re you feeling?” … Like it’s not like tip-toeing 
around it [] I feel like it’s made communicating much easier.” 
Family members sometimes found themselves struggling with how to support the 
individual during a psychiatric crisis. As described by a parent, above, it was often an 
unfamiliar and terrifying experience for the parents. The Open Dialogue model 
emphasizing family participation in meetings gave them a way to be involved and a space 
to figure out how they could be supportive as explained by the family member below.  
“it kind of allowed me to be involved in the capacity that I could, because I had 
no, I didn’t know how else. That I could... be involved in a way where he’d accept 
my involvement. So... I think it kind of made OUR relationship stronger...” 
Individuals experiencing the symptoms sometimes felt unable to explain their 
experiences to family members. For some, as in the case of the person below, a member 
of the family participating meant they had someone in the family on their side who could 
help others develop an appreciation for the individual’s experience.  
“I’m doing everything I can, and she can kind of sit there and reassure everyone 
and be like, you know, “He’s tried a lot, it’s not like he hasn’t….” That, like, 
really sees the mental effort, and I feel like that’s the most important for me is 
that people understanding the mental effort that it takes to try to, um, ease out 
everything.” 
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These accounts highlight the potential of the Open Dialogue model to improve 
communication between family members and enhance support for the client within the 
family. It is important to note here that this benefit of the Open Dialogue model is 
realizable only when there is willingness within the family to participate in treatment. 
The model was a good match for participants where family members wanted to actively 
participate.  
While they valued the family aspect of the model, some clients did express that 
they still felt the need for separate individual therapy in addition to the Collaborative 
Pathway services. Where clients voiced this need, the Collaborative Pathway team 
arranged for individual meetings with one of the clinicians alongside the meetings with 
the family.  
Part two: Interviews with service providers, administrators, and trainers  
The nine participants in this second part of the study were all clinicians. As 
mentioned previously, they varied in terms of their involvement with the Collaborative 
Pathway — four had a purely service provider role, three also had administrative roles, 
and two were trainers who were not directly involved in service delivery in this program 
but had experience in both the Finnish and United States service delivery environments. 
Each of the clinicians had unique insights to offer based on their role and background. 
The clinicians were a mix of psychiatrists, social workers, mental health counselors, and 
family therapists. They also varied in terms of the length of their experience as clinicians 
from approximately two years to decades. Most of the clinicians involved in service 
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delivery as part of the Collaborative Pathway team were simultaneously part of the 
emergency services team or other outpatient services, and those experiences contributed 
to their reflections on the Collaborative Pathway.   
Figure 5 below presents the themes reflected in the interviews. They are 
organized by the component of conceptual framework they address. Evidence represents 
the aspects of the model that the clinicians found to be beneficial as well as the 
limitations and challenges from their perspective. The themes related to evidence include 
the role of a person-centered approach in strengthening relationships with clients, the 
benefits of involvement of the client’s support network in treatment, the advantages of 
continuity and flexibility of care, and transparency and the use of reflections easing 
communication with clients. Included in the themes related to evidence are also the 
challenges or limitations experienced by the clinicians, namely having to manage the 
time in a meeting to address the concerns of multiple individuals and that not all clients 
welcome family participation in treatment. These limitations are described within the 
section describing clinicians’ perspective about the network approach. Context includes 
the factors that affected implementation of the model in their setting as well as factors 
they thought were important to future implementation. The themes related to contextual 
support include an organizational culture of person-centered services, agency 
infrastructure that ensured the capacity to deliver the services, and growing interest in the 
Open Dialogue model in the field. Contextual barriers include the prevailing or 
traditional model of care that focuses on symptoms and medications rather than 
collaborative decision making, cultural differences in the United States relative to Finland 
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where the Open Dialogue model was developed, resource limitations considering the 
resources needed to deliver this model of care, and funding mechanisms for mental health 
services. Facilitation refers to the factors that affected clinicians’ uptake of the model. 
The themes that relate to facilitation include clinician choice and interest in participating 
in the program, the availability of a training opportunity in the Open Dialogue model, and 
the ability to adapt the Open Dialogue model to deliver within the healthcare structure of 
the United States. The paragraphs following the figure describe the themes in detail. 
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Evidence 
Person Centered 
We began the interviews by asking each clinician about how they became 
involved with the Collaborative Pathway and their early experiences with the approach 
that stimulated their interest in the approach. Nearly all of the clinicians talked about how 
they were drawn to the idea of the primary focus being on the person and their 
preferences rather than the symptoms, safety or diagnosis which is the focus of their 
usual work. Many of the clinicians worked in crisis services where the typical protocol is 
to assess for safety issues, such as risk of harm to self or others, and level of care, such as 
the need for hospitalization. They found that the person-centered approach in Open 
Dialogue allowed for building stronger relationships, allowed clients to feel more in 
control, improved engagement, and helped find solutions collaboratively. Clinicians 
reported that the simple act of starting meetings with “How would you like to use the 
meeting today?” gave the client control over the situation and had clients and their 
network actively thinking about what they would like to address.  
The idea of ‘tolerating uncertainty’ is central to the model this means resisting a 
problem-solving approach or moving quickly to settle on a diagnosis or treatment plan. 
Instead the emphasis is on getting to know the individual, understanding their 
preferences, and developing support within their network. One of the clinicians describes 
below how this approach helped them in developing strong relationships that in turn 
helped find resolution through the person’s support network instead of choosing the 
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undesirable solution of hospitalization.  
“Dealing with it and holding it is the name of the game... and, and resisting action. 
Interviewer: And that may have kept them connected in a time when they might 
not have otherwise stayed engaged? 
Clinician: Yeah.  And, made room for... them to find a resolution that would 
work for them, as a family. And it was based on getting to know them, really, 
quite deeply.  And you know, if ‘Client’ had been in the hospital a couple of 
weeks and there had been two or three family meetings, we would never have 
gotten to know them in the depth that we got to know them, and got a REAL 
FEEL for the... for the issues and... styles of the family.” 
Network Approach 
The Open Dialogue model is developed around the presence of a support network 
that participates in the process. Several of the benefits, as described by the clinicians, 
hinge upon the existence of this structure.  
Safety Net 
As described in the previous section, clinicians were drawn to working in a 
person-centered way that emphasizes finding solutions that are aligned with the 
individual’s preferences. They then went on to describe how some of these options would 
not be available outside of what some called the ‘safety net’ of the Collaborative 
Pathway. This so-called safety net included the involvement of more than one clinician, 
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so that no one clinician felt overwhelmed by the risk and responsibility of the clinical 
circumstances, and that they had the support of the larger team and support of the 
families. The active participation of family members in supporting the treatment elections 
and partnering with the clinicians to address safety was critical to being able to choose 
less restrictive treatments in situations that in the absence of these supports or ‘safety net’ 
might have led to choices such as hospitalization.  Some of these ideas are illustrated 
below in excerpts from clinicians’ descriptions.  
“I would have pushed the medication more, without the safety net of the 
Open Dialogue.  ‘Cause we had ‘doctor’, we had a team, we were comin’ in all 
the time so it felt okay to say, “All right, let’s try it, but we’re gonna meet 
tomorrow and we’re gonna meet Friday, and we’re gonna meet Sunday, too 
(chuckles), ‘cause you’re coming off anti-psychotic medication.” So I wouldn’t 
have had that... I wouldn’t have felt safe to say, “All right, let’s try it.”  I would 
have pushed for it. It’s a major difference, yeah, to him... and I would have 
been one more person forcing... wanting for force meds on him. 
So... but, he, the end result was he, after eight, nine months decided it was best for 
HIM.  So, it was a longer process, maybe a better process?  Maybe every... he 
was... he wasn’t feeling like... I think he would say, “he didn’t feel forced to 
take the medications”? 
.. for people – like, if they ARE in an extreme state you could take on the risk of 
helping them maybe NOT get to the hospital, maybe MANAGE them at respite, 
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or MANAGE them in their group home, or, MANAGE them in their apartment, 
um, because you have a team of people that could do it.” 
“Um, I think that, you know... it, it, if a person doesn’t have family members who 
are on board with trying to keep them out of the hospital, doesn’t have a place to 
go, at all, or a safe place to go at all, um... I think as the options, as the resources 
be... are limited, so too are the options. Um, I think Collaborative Pathway, 
itself, is a big safety net.” 
“We’re kind of like being with a client, going through the situation with a client, 
and an important piece is the family, too, so that...they’re kind of holding some 
responsibility, too. Um, in, in monitoring the client, or, you know, part of the 
treatment plan is they agree to call us if things aren’t going well, or there are 
safety issues that need immediate attention.” 
Strengthening Communication and Relationship Building 
Apart from the network providing a safety net, clinicians noted that everyone 
coming together to talk about what was going on created opportunities to truly listen to 
each other’s perspectives in an environment where everyone felt heard. The specific 
communication methods that helped to facilitate this process are described in a later 
section, but to use those methods the coming together of the network was necessary. One 
clinician describes below a hypothetical situation where one person in the network has 
concerns about a client managing their own medication. It illustrates how discussing it in 
a network meeting is helpful in terms of views being expressed in a non-contentious way 
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and the client ending up feeling cared for rather than feel dismissed or unheard.   
“there’s something DIFFERENT that happens.  When you’re listening to it, it 
sounds like you’re in a third-person kind of place.  ‘Client’ doesn’t have to 
FIGHT with anybody.   She’s just listening to the conversation and what happens 
is, she hears us... she hears that we CARE about her. 
But she hears it from the two clinicians, as opposed to the person who’s saying, “I 
don’t want you to hold your meds.” 
Clinicians described families in which there was a lot of disagreement and how 
the network meetings provided an avenue for the areas of discord to be discussed, which 
helped them remain united and continue to work together to support the individual who 
was experiencing symptoms.  
In as much as they saw the benefit of helping families hear each other’s 
perspectives, clinicians did note that it could be quite challenging to balance the time in 
the meetings among all the people involved. Clinicians also mentioned that they 
encountered clients who did not want to participate in this form of treatment and 
preferred individual treatment.  
Continuity and Flexibility 
Continuity and flexibility are among the basic principles of Open Dialogue that 
Collaborative Pathway is based on. Continuity refers to the notion that the same team that 
begins working with an individual and family during the initial psychiatric crisis and 
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continues to work with them, a practice that is not typical in the U.S. mental health 
system. Flexibility refers to responding based on changing needs of the client rather than 
adopting a fixed approach. Clinicians noted how different this was from their usual form 
of practice and the ways in which they found it beneficial.  
One clinician describes below the concept of continuity and how it could be 
beneficial to a client to meet with someone known to them across situations (i.e., inside 
of the hospital, outside of the hospital, during emergency visits, etc.) so they could focus 
on their current need rather than being assessed by someone they do not have a 
relationship with and having to establish a therapeutic rapport with new treatment 
providers.   
“I mean, the mental health system is so disjointed.  And one of the things I 
really, um, liked and understood early on is that there was continuity [] Even, 
like, with the PES (Psychiatric Emergency Services) clinicians, there was the 
opportunity that we could do the initial assessment, um, and the people who were 
involved right from the beginning would continue to work with the family, 
you know, even if they went inpatient, there’s that continuity of going onto 
the unit; whereas, like, your traditional outpatient clinicians wouldn’t do that. [] 
Like, when the ... the emergency clinician goes out, it’s usually more like an 
assessment intervention...like, trying to assess level of care. Whereas, like, if ... 
you know, I know him and the family, um, I’m not really... I pretty much go out 
and say, “What would be helpful?”  Or, you know, “what do you want to talk 
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about?”  Rather than...being in like assessment mode.” 
Clinicians described various ways in which flexibility played out. Often it meant 
that families had a known clinician to reach out to in a crisis rather than choose options of 
last resort like the emergency department of a hospital.  
“…we went out a number of times and she said, “If we didn’t have you guys, I 
would have called the ambulance and had him brought to the ER.” 
One aspect of flexibility was clients and families feeling reassured in knowing 
that they had someone to reach out to in case of an emergency, and that they could get 
support in their home environment. The other aspect is for the services to be based on the 
need of the client and family rather than a fixed weekly meeting or as one clinician 
described “not a tied at the hip connection to the mental health system”. Therefore, if 
things are going well a person could choose not to meet for a while and reach out only 
when assistance was needed.  
“And I think, yeah, that’s one of the things with the Collaborative Pathway, that 
it’s not like outpatient in that you have a scheduled appointment the same time 
every week.  But it IS about the flexibility, so if things AREN’T well, there’s an 
expectation.” 
Clinicians also mentioned wondering about the flipside of the flexibility in 
situations where contact had been reduced and they were called in a crisis. They 
wondered whether the crisis could have been averted had they been contacted earlier or 
had there been just a little more regular contact. 
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Communication Methods: Transparency and Reflection 
In addition to the aspects that relate to the principles and structure of the model, 
two of the communication methods stood out to the clinicians as being unique and 
particularly helpful.  
Transparency 
The first was the practice of transparency, that is, clinicians communicating their 
thoughts in the moment to individuals and family members. Clients and family members, 
as previously described, noted the comfort they felt in knowing there were no clinical 
secrets or notes. Clinicians also observed that clients and family members found the 
transparency helpful, they also described other benefits to their practice. Below a 
clinician describes getting used to practicing this way and that it was liberating. Another 
clinician describes it further and how it made it easier for them to explain the rationale for 
their actions to clients.  
“Um, everything that is said is said in front of the family. That’s something I’ve 
never (chuckles) EVER done, and it’s freeing for everybody most of the time. [] 
I was, it was really anxiety-provoking to me at first [] But after I practiced and 
practiced and we did a lot of practice before we were…um, with the families. I 
realized that in almost every case, the family appreciated the honesty.” 
“A big problem with me is when in the person of concern’s presence, a family 
member will say, “Of course he’s safe to go home, of course he’s telling the truth, 
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he didn’t mean...” you know… and then they’ll pull me aside and say, “Oh he 
absolutely DID, but don’t tell him I said that.” And it’s just, that’s such a toxic 
thing.  But I... obviously, without making people uncomfortable, or making 
people feel unsafe, you know, I really want to eliminate the opportunity for 
those situations to happen. [] I want every... EVERYTHING to be out on the 
table. And that’s not... I wouldn’t have practiced that way before. It’s a little 
bit easier, and a little bit more comfortable to kind of... you know people can 
sort of speak more freely. [] Um... I think that, um... when it comes to this, sort 
of specifically to psychotic content, um... I think that before, I would have looked 
for what was biz... what was bizarre, or what was nonsensical?  Um, to try to 
build a case for maybe hospitalizing someone; Whereas now?  Um...I, uh... 
sometimes will, obviously, still get lost in it?  (Chuckles) But I feel like I can be 
honest with someone about that, instead of just kind of nodding and listening, 
and trying to pick out the pieces that are dangerous?” 
Clinicians reported this method gaining so much popularity within the 
organization at large that some of the other programs started inviting clients to 
supervision meetings instead of talking about them as would be done in a traditional 
clinical case presentation.  
Reflection 
Reflections, which involve the clinicians present in the meeting talking to each 
other about what is going on, was the other method that clinicians found particularly 
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helpful to them. Clients and family members, as reported earlier, found that this method 
helped them feel understood and to hear other perspectives. Clinicians provided examples 
of how the process of reflection helped them raise questions that created opportunities for 
clients to think about something differently. 
Clinicians also described situations where reflection allowed them to comment on 
something that was difficult to discuss and to engage with clients without it seeming like 
a confrontation or requiring the individual to respond. Following is an example of one 
such occurrence.  
“Clinician: He, you know, had a hoodie, with the hood up... sat like this.  
Interviewer: Burying himself so nobody would see or talk to him. 
Clinician: Yeah, yeah.  Nobody would talk to him.  And I just turned to ‘Clinician 
2’ and ‘Clinician 3’ – actually, ‘Clinician 1’ and I were... the three of us did this 
one – um, and said, “You know, he kind of reminds me of a turtle.  Like, he’s just 
turtling, over there.”  And then the family started talking about it as “turtling,” 
you know, like he was hiding.  And then, all of a sudden, he peeked... it was the 
one time I ever heard his voice – peeked under the hat and threw off the thing and 
he looked right at me and he goes, “That’s wrong.  It’s defiant!” 
Clinician: (Laughing loudly) It was really amazing!  I was happy to be wrong!  
You know what I mean? 
Interviewer: Just to get him to say what it really is! 
Clinician: Exactly! It was amazing!” 
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One of the clinicians summed up the overall experience of the Collaborative 
Pathway approach as follows.  
“I have found it’s just…it brings the family closer together, it pathologizes less; 
everybody owns part of it. It’s a collaboration. And, with that, comes the trust 
with people really struggling- they CAN reach out, that they CAN work out the 
problems.” 
These observations are reflected in the experiences of the clients and family 
members reported in the first part of this study. 
Context 
In our conversations with the clinicians we asked specifically about the 
experience of introducing a model that was developed in a much different environment in 
their setting. The responses spanned organizational factors that made it possible, to 
clinician’s own backgrounds and how that affected interest, to the healthcare system 
related issues, and to overall cultural differences between Finland and the United States 
that makes it challenging to implement some aspects of Open Dialogue.  
Supportive Factors 
Organizational Culture 
Many of the clinicians mentioned that there had been a prevailing interest in 
recovery-oriented practice within the agency prior to the initiation of the Collaborative 
Pathway. A recovery orientation is a way of practicing that emphasizes person focus, 
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partnership, self-determination, and belief in the possibility of growth (Farkas et al., 
2005). Open Dialogue was therefore in line with the values of the agency.  
Open Dialogue, we learned, was introduced to the organization by a service 
recipient. The agency has many avenues of inviting consumer feedback and this model 
was brought to the attention of the clinical leadership.  The clinicians that led the 
development and implementation of Collaborative Pathway followed up on the 
suggestions of this individual to learn more about the model. The foundation of 
Collaborative Pathway, therefore, was already in the agency’s practice of incorporating 
consumer feedback into their programs.   
Agency Infrastructure and Support 
Advocates, where the Collaborative Pathway was implemented is a large social 
service agency with a well-established psychiatric emergency services program, which 
was the first point of contact for the person experiencing a psychiatric crisis. The agency 
also provides a range of other services including outpatient psychiatry and counseling. As 
noted by senior clinicians it would have been difficult to introduce this program into a 
setting without this infrastructure and experience. The number of clinicians experienced 
in emergency services allowed for the burden, of clinician time required for Collaborative 
Pathway, to be spread out.  
Implementation of the Collaborative Pathway was funded by a grant, but the grant 
covered only a portion of the costs. Senior leadership were supportive of the agency 
underwriting the remaining costs because of their investment in the principles and values 
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represented by the approach.  
“Here, it was very receptive.  Um, from the, the then-CEO, the now-CEO... very 
receptive.  Um, and neither one of them put on a particularly dark eyeshade to 
look at the... the finances, which was pretty fortunate, because like, the grant that 
received really didn’t cover the costs.  And, uh, we... we really required other 
parts of the company to support us, during the period of the grant.”   
Interest in Mental Health and Services Community 
Some of the clinicians described the environment in healthcare in general and 
specifically in the mental health services community in the United States as being ripe for 
the introduction of this approach.  
Those in administrative roles reported finding an increased interest, among state 
healthcare agencies, in new approaches that could be cost saving in the long run through 
cutting outlays for hospitalizations and by improving functional outcomes, which is the 
premise of the Open Dialogue model. Some of the clinicians also reported a push from 
consumer advocacy groups to bring programs like Open Dialogue to the United States.  
Barriers 
Traditional Healthcare Model 
Alongside the growing interest in models like Open Dialogue, there were also the 
forces of the prevailing medical model and criticism from those rooted in that model. 
This included pressure to assign a diagnosis immediately upon accepting a person into 
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services, whereas the emphasis in Open Dialogue is to not arrive at those conclusions 
quickly, especially with young people experiencing early psychosis that might not 
develop into schizophrenia.  Some of the participants in Collaborative Pathway had 
clinicians outside of this team and one clinician reports below that he was criticized by 
other clinicians for the practice of restraint in prescribing medications immediately.  
“there are lots of people who have traditional psychiatrists that are, you know, 
basically saying... “What’s the matter with you people?”  You know, “Don’t you 
know, the best way to serve somebody is to give them meds right away.” 
Cultural Differences in the United States 
Family Involvement  
One of the major cultural factors that often came up in the qualitative interviews 
with clinicians was how unusual it was for families to be part of treatment in the United 
States. Most of the younger clinicians reflected on how they received almost no training 
in their graduate programs to do any family treatment.  Older clinicians, on other hand 
recalled a time when family therapy was more prevalent and welcomed the opportunity to 
practice in a way that involved the family. Involving families, however, requires the 
client being interested and willing to do so. This was not always the experience of the 
Collaborative Pathway. Some young people did not wish to participate because they did 
not want their family involved or did not wish to share their experiences with family 
members preferring individual therapy instead.  
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Lifestyle 
Clinicians also found that even when the client and family were interested in 
participating, the stresses of day-to-day life made it difficult at times to find time to get 
everyone together for the network meeting. One clinician contrasted how rushed life in 
the US seemed in comparison to Finland. 
“And you take an hour and a half for lunch, and you enjoy your lunch, and 
everybody does, and there’s conversation at lunch, and, so, it’s just culturally so 
different when we’re like, “We’ve gotta go!”  You know?  ‘Cause, everybody’s 
gotta GO, all the time!  And it’s even in these meetings.” 
Safety Culture 
Tolerating uncertainty is an important part of this model, and is reflected in the 
choices such as not introducing neuroleptic medication early on, or finding ways to 
manage potentially difficult situations without hospitalization when possible. Tolerating 
uncertainty while balancing safety issues has an added layer of complexity in the US, 
which is that of liability (not a significant concern in Finland), making the practice more 
challenging.  
Resource Limitations 
The biggest challenge in implementing Collaborative Pathway, by far, is the 
resource intensive nature of the model and the absence of payment structures that support 
it. The Collaborative Pathway team experienced numerous resource-related challenges. 
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These included not being able to bill for several components of the model. For instance, 
the meetings often took place in the family home, but transportation costs were not a 
billable expense. Meetings typically included more than one clinician, but most insurance 
would only allow billing for one clinician. Meetings often lasted longer than an hour, but 
the billable duration was generally only an hour. The costs that were not covered were 
absorbed by the agency, which is not sustainable in the long term.  
Another part of the agency that also implemented a version of Open Dialogue 
developed solutions for some of these issues because they had a capitated payment 
structure, meaning they were able to distribute resources in a need-based manner rather 
than rely on insurance reimbursement for each session of treatment. The resource 
limitations remain an issue in need of solutions in order to continue to deliver these 
services.  
Apart from the costs detailed above there was also the issue of availability of 
clinician time. This was not a team dedicated to Collaborative Pathway alone but also to 
providing emergency services. The duties of emergency services clinicians were 
rearranged so that part of their time was dedicated to the Collaborative Pathway team. 
This arrangement was chosen so as to not incur any overtime costs. However, the lack of 
clinicians dedicated solely to the Collaborative Pathway made it challenging to 
accommodate the availability of two clinicians at times convenient for the clients and 
families. Once the grant funds were exhausted, there was the additional challenge of 
funding to offset the portion of clinicians’ salaries for their time spent on the 
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Collaborative Pathway.  
In summary, there were several challenges related to resources to support the 
services in implementing the Collaborative Pathway. Clinicians stated that the absence of 
a mechanism to fully fund Collaborative Pathway services will make it difficult to sustain 
with the available resources.     
Facilitation  
Clinicians’ own interest in the approach 
The Collaborative Pathway was not implemented agency wide. Clinicians were 
invited to participate and could choose to do so. All of the clinicians who joined at the 
beginning reported having a strong sense of this is how they imagined themselves 
practicing and therefore, wanting to be part of the Collaborative Pathway.  
The clinicians noted practices that they were unhappy with in their treatment 
settings, which included emergency and outpatient services. These ranged from the safety 
requirements that pushed them to make hospitalization recommendations, the lack of 
involvement of natural supports such as families, or hearing from clients about their 
experiences of feeling unheard or overruled. For one or more of these reasons clinicians 
found themselves drawn to this approach where they found they had the support to 
practice another way that addressed some of the limitations they experienced in their 
usual work. 
The fact that they actively chose to participate meant that the clinicians who were 
involved in the implementation already had a strong belief in the approach and it did not 
require additional facilitation to be encouraged to adopt this model.  
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Providing Training Opportunities 
One of the factors that added to the existing interest in the model for some of the 
clinicians were the training opportunities associated with being part of the Collaborative 
Pathway team. The idea of being part of something new as well as the potential benefit of 
training made it more attractive for some.  
Adaptability 
Collaborative Pathway was an adaptation of Open Dialogue. The same team 
providing services across outpatient and inpatient settings, for instance, was a feature that 
could not be implemented in the Collaborative Pathway. Trainers from the Finnish Open 
Dialogue team were cognizant of the fact that not all aspects of the structure of Open 
Dialogue could be replicated when it is implemented outside of Finland. They supported 
the Collaborative Pathway team during consultations about adaptation of the model to the 
United States context, and ways to maintain the essence of the model. The clinicians 
found that this openness to adapting the model facilitated implementation.  
Discussion:  
The purpose of this study was to examine factors that influenced the 
implementation of an adaptation of the Open Dialogue model of services and assess the 
implications for future implementation of this model in the United States. The inquiry 
was structured around aspects described in the PARiHS framework as determinants of 
successful implementation (Kitson et al., 1998), and was based on the perspectives of 
participants (clients and family members) and clinicians. Specifically, the focus was on 
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evidence as represented by the perceived benefits and limitations of the model; contextual 
factors affecting implementation such as the healthcare system, the organizational 
environment, and cultural context; and what model related factors or implementation 
strategies facilitated uptake of the model. The paragraphs below summarize the findings 
from interviews with both participants and clinicians addressing their evaluation of the 
benefits and limitations of the model, factors that facilitated engagement, and contextual 
factors relevant to implementation of the Open Dialogue model. 
Results of these qualitative interviews and analyses suggest that both participants 
and clinicians had a predominantly positive response to the approach and found the 
approach to have several strengths. Some of the aspects that helped participants develop 
positive relationships with the treatment team and enhanced engagement in treatment are 
well established in psychotherapy literature. Specifically, the importance of respect and 
acceptance, and non-directiveness in developing therapeutic alliance is well established 
through the writings of Rogers (1957) and others (Bachelor, 1995; Lambert & Barley, 
2001). Other aspects, such as taking more time and consideration when rendering a 
diagnosis, prescribing medications or considering hospitalizations, responded to needs 
that have long been expressed by individuals with psychiatric conditions (Swarbrick & 
Roe, 2011).  Both participants and clinicians expressed greater satisfaction from working 
in this more thoughtful and considered way relative to their previous treatment 
experiences. There were aspects that were novel to both clinicians and participants. These 
were the way in which clinicians were transparent with their thoughts and the use of 
reflections, and their care not to use pathologizing language, all of which participants and 
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clinicians found immensely helpful. The network perspective is central to Open 
Dialogue, and it is within the context of the network that the aspects of therapeutic 
process described above come into play. The network approach refers to the inclusion of 
the client’s support network in the treatment process. This could include family, friends, 
other providers such as teachers or vocational service providers. Most typically it 
includes the family. While there is a long history of family therapy in the United States 
(Kaslow, 1981), it is atypical in current practice for families to participate in treatment 
(Dixon et al., 2000; Dixon et al., 1999).  However, despite concerns about privacy and 
skepticism about benefits there is substantial interest among clients in family 
participation (Murray-Swank et al., 2007). Therefore, the fact that this approach provided 
the opportunity for families to be involved was perceived as a significant benefit by most 
of the families who were part of the study. The families found themselves better able to 
support their loved one who was struggling and clients felt better understood. Clinicians 
found that the network approach of working as a team with family involvement was 
critical for them to support client preferences of less or no medication, or not being 
hospitalized. In as much as these interviewees spoke to the strengths of family 
participation, the approach was being introduced in an environment where family 
participation in treatment is not the norm. This did affect enrollment in the program. The 
experience of Collaborative Pathway clients and clinicians clearly indicate that an 
approach like Open Dialogue might not be adopted in the United States with the kind of 
universality that it is in Finland given the differences in cultural norms around family 
participation and the heterogeneity of norms within the American population (Murray-
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Swank et al., 2007; Snowden, 2007). Nevertheless, the experience of Collaborative 
Pathway also indicates that it is an approach much desired by some and might have an 
important role in mental health services in the United States where there are few such 
options.  
Family inclusion in treatment has been shown to be atypical (Dixon et al., 2000; 
Dixon et al., 1999) and was confirmed by the prior treatment experiences of clients and 
family members interviewed for this study. This is a critical factor to take note of from 
the perspective of resources, specifically the availability of personnel to deliver the 
services. Most of the younger clinicians involved in the Collaborative Pathway reported 
not having received sufficient training in working with families in their graduate 
programs. The lack of prior training in family therapy would likely have implications for 
the training process in any future implementation. Open Dialogue has training 
requirements of its own, requiring additional training in family therapy that could 
potentially increase training time. The resource demand aside, the training opportunity 
provided by participating in this program was seen as an incentive by many clinicians. 
Resources in general were the single largest barrier for the Collaborative Pathway. 
The fee-for-service structure in which the Collaborative Pathway operated did not 
support multiple clinicians being part of a meeting, the cost of travel to homes of clients, 
or the fact that meetings often extended beyond the typical one-hour therapy session. 
Another program, apart from Collaborative Pathway, within this agency implemented 
Open Dialogue style services. This program had a capitated payment structure that 
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allowed them more latitude to absorb some of these elements of Open Dialogue by 
adjusting services based on need among the clients served within the program. The 
differences resulting from the two different payment structures speak to the greater 
compatibility of a capitated payment structure with the treatment model in this case, but 
also to the need for a payment structure that makes the approach feasible in any future 
implementation. In the case of the Collaborative Pathway, organizational support was a 
critical factor in overcoming these resource barriers.  
Organizational support was also critical to implementing the Collaborative 
Pathway in a practice environment where choices such as providing support on an 
outpatient basis rather than opting for hospitalization did increase risk of liability. Given 
the organizational support afforded by Advocates, clinicians felt comfortable pursuing 
treatment options that were not as drastic, stigmatizing, or traumatic as a hospitalization 
can be (Robins et al., 2005).  
This program required significant inputs from the organization but also sustained 
effort on part of the clinicians to deliver the intensive services, and the strong interest that 
the clinicians reported in this approach facilitated their participation.  
This study has limitations in that we were able to interview only those clients and 
family members who continued to be in contact with services. While this included at least 
one client who started out not being interested in receiving any services, we were unable 
to capture the perspectives of those who discontinued services or did not experience the 
levels of satisfaction as those who were interviewed. These findings are based on the 
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experiences of a small sample of individuals and may not be generalizable. Nevertheless, 
this study is part of the first evaluation of the Open Dialogue model in the United States 
and provides valuable information for future implementation from the perspectives of 
both the service providers and recipients.    
Conclusion 
The Collaborative Pathway represents the first attempt at adaptation and 
evaluation of the Open Dialogue model in the United States. The experiences of clients, 
family members, and clinicians indicate that this model of services was valuable from all 
of their perspectives. Person-centeredness, the use of non-pathologizing language, 
collaborative decision making, transparency, and flexibility were among the specific 
strengths noted by all of these stakeholders. The support network approach involving the 
family and the process of enhancing communication within this network stood out as a 
critical component of the model, indicating the importance of family participation for the 
benefits of the model to be realized. The Collaborative Pathway services were delivered 
by a team of clinicians whose values were concordant with the principles of the approach. 
Resources required to deliver these services were the major challenge given they are not 
completely covered by existing mental health service funding mechanisms. How these 
services can be funded so they can be provided at a larger scale and sustained remains to 
be addressed. 
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Study 3: Understanding Organizational Factors that Supported Implementation of 
Open Dialogue  
Introduction: 
As noted in the findings of Study 2, the Open Dialogue model of services is 
resource intensive and was not completely supported by existing insurance or mental 
health funding structures. In addition, the approach contrasted with prevalent practices in 
the field, particularly around the heavy use of anti-psychotic medications and the extent 
of family involvement in treatment. Clinicians noted that the departure from prevalent 
practice related to anti-psychotic medication use increased the sense of vulnerability to 
liability lawsuits if adverse events were to occur. Despite these challenges, Advocates 
Inc. (Advocates) pursued implementation of this model of services, and extended the 
pilot program in 2015. The program at Advocates was an adaptation of Open Dialogue 
called the Collaborative Pathway. This study examines organizational characteristics of 
Advocates that supported adoption of this model despite the associated challenges. 
Factors related to organizational environment, organizational structure, and leadership 
and management support have been demonstrated to be critical factors for adoption and 
implementation of innovative practices (Greenhalgh et al., 2004). The PARiHS 
framework considers organizational context, comprised of these factors, to be a key 
determinant of successful implementation (Kitson et al., 1998). Elements of 
organizational context, therefore, constitute the focus of this study.   
  
150 
Research Question: 
What were the organizational characteristics of Advocates that supported the 
implementation of Open Dialogue model based services? 
Specific Aim(s): 
 To understand contextual factors specific to the organization that allowed for the 
implementation of Open Dialogue model based services at Advocates.  
 Methods and Data Sources: 
This study utilizes a case study approach and builds upon the information 
gathered in study 2 about organizational factors influencing implementation of the Open 
Dialogue model at Advocates. In this study, additional sources of data serve to develop a 
deeper understanding of organizational characteristics of Advocates that supported 
implementation of the Open Dialogue model. Data for this study came from the following 
sources 1) Some of the information from the interviews with clinicians for study 2 
constituted data for this study as well. This was information that specifically pertained to 
organizational factors which supported implementation of services based on the Open 
Dialogue model, and 2) Conversations with agency leadership constituted another data 
source. Two members of the leadership were interviewed for Study 2. Information from 
these interviews pertaining to organizational context were included in the analysis for this 
study. 3) In addition, notes from informal conversations with them and one other member 
of senior leadership over the course of the project also constituted data for this study. The 
senior leadership team at Advocates includes the president (chief executive officer), vice 
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president (chief financial officer), and senior vice presidents of different services (e.g. 
clinical services), operations (e.g. administration), and planning (e.g. strategic planning) 
divisions. In addition to this executive team, are vice presidents of different service lines 
(e.g. behavioral health; intellectual and developmental disability). The directors of the 
respective programs oversee the operation of programs within these service lines. 4) 
These data were supplemented by a review of agency documents, including written 
materials that described the agency, their services, their principles and vision, all to 
identify factors that addressed the research question. These data were analyzed using 
directed content analysis (Hsieh & Shannon, 2005). The interview transcripts, notes from 
informal conversations, and written materials about the agency were examined to identify 
features related to the organizational context concept based on the PARiHS framework 
(Kitson et al., 1998; Kitson et al., 2008) and other organizational literature (Greenhalgh et 
al., 2004).  
Results: 
The following aspects of the organization stood out as being influential in the 
implementation of Open Dialogue model based services at Advocates.  
 Organizational Capacity: 
Advocates is a human services agency serving the greater Boston and Central 
Massachusetts area. The year 2016 marked 40 years of Advocates providing a range of 
services for individuals and families who are experiencing disabilities and other life 
challenges. Over this time, the agency has continuously enhanced and expanded the 
  
152 
services they provide. The current range of services addresses a wide range of disabilities 
and associated needs. The agency offers programs serving those with addictions, autism, 
brain injury, developmental disabilities, programs addressing the mental health needs of 
deaf individuals, elderly, children and youth, and support for family and caregivers. The 
array of services provided includes counseling and psychiatry, community based support 
services, psychiatric emergency services, jail diversion, and residential care.  
The breadth of services and commitment to continuing growth as described in the 
strategic vision are indicative of the infrastructure capacity of the organization and the 
openness to invest in new programs. The importance of this existing infrastructure was 
noted as being critical to adopt the Open Dialogue model. It allowed for drawing upon 
existing resources such as redistributing time of clinicians from the psychiatric 
emergency services (PES), who were already experienced in working with individuals in 
crisis, to be part of both PES and Open Dialogue based Collaborative Pathway program.  
The availability of resources was critical not only to deliver the services, but also 
to train an adequate number of staff to do so. The training requirements were significant. 
One of the trainers remarked that even though the clinicians from Advocates were skillful 
and quick to grasp the approach, saying “they’re like little ducks to water”, they were not 
all trained psychotherapists and therefore required a long training period. The trainer 
described the typical duration of training in Open Dialogue including ongoing 
supervision over two years to be approximately 200 hours. The agency was able to 
accommodate this training time into the work schedules of the clinicians. 
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 Organizational Culture 
o Participatory Approach 
In 2006, the organization engaged in a collaborative process of developing a 
statement about the organization’s philosophy titled The Advocates Way. It involved 
providers and service recipients working together to identify the core values and 
principles that would form the basis of all services. This process served two goals, one 
was to develop a way to train new staff in these shared values, and second to empower 
service recipients to hold staff accountable. The consumer advisory group is one such 
avenue for service recipients to provide feedback and suggestions to staff.  Some of the 
clinicians described serving as staff representatives in consumer advisory group 
meetings. The agency was made aware of Open Dialogue through such consumer input, 
specifically one individual who was part of the advisory group advocating for the 
approach.  
o Shared Values 
The Advocates Way is based on the belief in the uniqueness and potential of every 
individual for health, well-being, and fulfillment. Relationship building, listening with 
respect and empathy are defined as the foundation of all services. This includes a 
commitment to maintaining respect and dignity even in situations where concern for 
safety and person’s rights and well-being need to be balanced. It further articulates an 
appreciation of the complexity of challenges experienced by each individual and the 
attempt to develop a holistic understanding of a person from socio-cultural, biological, 
psychological, and spiritual perspectives.  
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The following mission statement included in several of Advocates’ 
communication materials echoes elements encompassed in The Advocates Way. 
“First we listen. The mission of the Advocates Medical Staff is to provide 
excellent medical/psychiatric care in the most empowering, collaborative way 
possible. We believe in building on people’s strengths, honoring their preferences 
wherever possible, and appreciating the value of people making informed choices. 
We strive to bring the very latest and best treatment options to the people with 
whom we work. We appreciate that there are many paths to recovery, growth and 
health. We pledge to treat each person as we would want a beloved family 
member to be treated.” 
These values were reflected in what clients and family members liked about the 
process of the Open Dialogue model and were echoed by the clinicians in talking about 
what attracted them to the approach. Many of the clinicians described how the values 
embodied in the Open Dialogue model corresponded with how they had always 
envisioned and hoped to be engaging with clients and practicing their profession.   
o Responsiveness to Stakeholders 
The strategic vision of the agency includes plans to continue to enhance and 
expand services, and affirms a commitment to partnering with families, funders, 
providers, community organizations, advocacy groups, and others to create opportunities 
to address unmet needs.  
This commitment is relevant to the adoption of Open Dialogue at Advocates 
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because not only was there encouragement  for this model from the consumer advisory 
group within the agency, there was growing interest among other advocacy groups in the 
country as well such as the National Empowerment Center, which is a National 
Consumer and Consumer Supporter Technical Assistance Center funded by the 
Substance Abuse and Mental Health Service Administration (SAMHSA) tasked with 
providing technical assistance to promote consumer-directed approaches for adults with 
serious mental illness.  There was growing interest among other programs as well such as 
the Parachute program funded by New York Department of Health and Mental Hygiene, 
and Howard Center funded by the Vermont Department of Mental Health, both of which 
started offering Open Dialogue in 2013 shortly after the Collaborative Pathway program 
at Advocates was established.   
 Leadership Support: 
The adaptation and implementation of Open Dialogue based services at 
Advocates came about as a result of a clinician in a leadership role following up on the 
recommendation of this model by a consumer. This individual championed the model and 
garnered support from the rest of the leadership. In conversations with the agency 
administrators it was apparent that they were aware of the resource demands of the Open 
Dialogue model and the potential for financial strain associated with offering these 
services. Regardless, senior leadership were unanimous in their support for offering these 
services albeit in the context of a pilot program. In addition to the financial strain, the fact 
that the approach was different from standard practice in the extent of utilization of anti-
psychotic medication and hospitalization (with an attempt to minimize these options 
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where possible based on client preferences) lead to heightened concern about liability. 
The leadership was aware of this vulnerability and the clinicians promoting 
implementation along with the rest of the team developed procedures to minimize risks. 
Clinicians noted how these procedures as well as knowing that they had the support of 
the agency allowed them to implement and practice the model faithfully without being 
overly concerned about issues of liability.   
Discussion: 
The findings of this study illuminate the role of organizational context in 
successful implementation, which is a major component of the Promoting Action on 
Research Implementation in Health Services (PARiHS) framework (Kitson et al., 1998) 
of factors that contribute to implementation of evidence in practice. According to this 
framework, features of contexts that are more conducive to successful implementation of  
evidence into practice include transformational leaders, features of learning organizations 
(Senge, 2006), and appropriate monitoring and feedback mechanisms (Kitson et al., 
2008). 
Other research in the area of diffusion of innovation has identified these and other 
factors related to organizational structure as being predictive of successful adoption and 
implementation of innovation by health service organizations. The following paragraphs 
describe specific factors identified in the literature that relate to the findings of this study.   
Organizational structure: large, mature organizations, with functionally 
differentiated units, decentralized decision-making, and availability of slack resources for 
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new projects can assimilate innovations more readily (Damanpour, 1991; Greenhalgh et 
al., 2004).  
The growth of the organization over the years illustrated openness to new 
programs and the infrastructural capacity of the organization was noted by the clinicians 
in leadership roles as being critical to mount a new program. The presence of functional 
differentiation and decentralized decision-making are evidenced by the variety of service 
programs each with its own leadership. The redistribution of resources from the 
psychiatric emergency service programs bears witness to the availability of slack 
resources and the willingness to divert those resources for innovation.   
Receptive Context: the components of receptive context include strong leadership, 
clear strategic vision, good managerial relations, and visionary staff in pivotal positions 
(Greenhalgh et al., 2004). In addition to these elements of a receptive context are those 
identified by Kitson and colleagues (2008) as distinguishing features of contexts that are 
successful in translating evidence to practice. These are the presence of a 
transformational leader, having features of a learning organization, and having 
monitoring and feedback mechanisms. A transformational leader is someone who 
garners support from others in the organization and has been shown to be valuable to the 
adoption of innovation (Greenhalgh et al., 2004). A learning organization involves 
practices such as learning from others in the field and learning from your own consumers 
(Garvin, 1993). Monitoring and feedback refers to establishing mechanisms to 
continuously evaluate quality of implementation, barriers and facilitators, and obtain 
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input from users of the program being implemented, these practices are associated with 
successful implementation (Khoddam et al., 2014).  
Many of these factors were evident within the Advocates organizational structure. 
The adoption of the Open Dialogue model being championed by a clinician in a 
leadership position is indicative of transformational leadership. The presence of strong 
and visionary leadership is evidenced by the leadership as a whole focusing on the long-
term impact and the alignment of this new model with the existing vision of the 
organization despite the immediate financial challenges. The strategic vision of the 
organization, described in the findings above, speaks to the organization’s commitment to 
developing new programs that are responsive to the needs of their stakeholders, and 
demonstrates features of a learning organization. Research on participatory approaches to 
healthcare planning has shown that involvement of consumers in planning is associated 
with development of new and improved services (Crawford et al., 2002). The existing 
mechanisms within the agency to obtain consumer feedback are an indicator of a culture 
that values monitoring and feedback. The mechanisms of monitoring and feedback 
specific to the implementation of the Open Dialogue model included regular team 
meetings and supervision that included discussion of implementation experiences and 
ways to address challenges. 
In addition to an environment that is broadly receptive to innovation, 
Compatibility (Denis et al., 2002) of the specific innovation with organizational or 
professional norms, values, and ways of working is important for successful adoption. In 
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the case of Open Dialogue there were many parallels and areas of compatibility between 
this model and the agency’s vision as outlined in The Advocates Way such as the 
emphasis on relationship building, listening with respect and empathy, and collaboration 
Leadership and Management. Top management support, active involvement of 
the leadership in the implementation, and continued commitment enhance the success of 
implementation and absorption of innovation in an organization (Damanpour & 
Schneider, 2006; Greenhalgh et al., 2004).  
Conversations with the leadership at Advocates indicated that all of these aspects 
were true for the leadership response to, and involvement in, the adoption of Open 
Dialogue. As evidence of this continued commitment and absorption of innovation, 
Advocates offered the model as part of the Collaborative Pathway pilot study, but 
principles of the approach were introduced in other programs across the agency as well, 
most specifically, a program for older adults with long histories of psychiatric conditions 
and involvement in the public mental health system.   
Information from interviews with clinicians conducted for a different study that 
focused on stakeholder experiences of the Open Dialogue model in the Collaborative 
Pathway contributed to data for this study, as did conversations with agency leaders and a 
critical review of written materials about the agency. However, no systematic in-depth 
interviews were conducted specifically for this study. This inquiry could have been 
enriched by more in-depth interviews focused explicitly on the research questions of this 
study, and by interviews with a greater number of leaders and managers who were not 
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directly involved in the program implementation to obtain a more impartial perspective. 
Conclusion: 
Successful implementation of the Open Dialogue model at Advocates for over 
two years of the pilot study and continuation thereafter may be explained by 
characteristics of the agency including organizational capacity for innovation, openness 
to innovation, compatibility between the model and organizational values, strong support 
from leadership and management overall, and specifically the vision of and championing 
by someone in a leadership role. Previous research has indicated the importance of these 
factors for successful adoption and implementation of innovation in service organizations 
(Damanpour & Schneider, 2006; Denis et al., 2002; Garvin, 1993; Greenhalgh et al., 
2004; Kitson et al., 2008). 
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Summary  
This dissertation was developed around the introduction of the Finnish Open 
Dialogue model of treatment of first-episode psychosis in the United States. Advocates 
Inc. (Advocates), a large mental health services agency in Massachusetts, embarked upon 
a pilot program offering the Open Dialogue model of services (called Collaborative 
Pathway at Advocates). Researchers from Boston University Center for Psychiatric 
Rehabilitation (BUCPR) were tasked with the evaluation of Collaborative Pathway with 
respect to clinical and functioning outcomes of the clients served by the program. The 
pilot program at Advocates represented the first implementation of the Open Dialogue 
model in the United States. At the time, the model had only been evaluated in Finland, 
although it was gaining popularity in the United States and other parts of the world.  
Blended evaluation of effectiveness and implementation has been proposed as 
beneficial for faster knowledge translation (Curran et al., 2012). It was, therefore, deemed 
valuable to additionally explore broader questions about the adaptation and 
implementation of the Open Dialogue model in the United States, and was accomplished 
through the three studies in this dissertation, separate from the work undertaken as part of 
the evaluation conducted by BUCPR. The Promoting Action on Research 
Implementation in Health Services (PARiHS) framework developed by Kitson and 
colleagues (1998) constituted the theoretical framework guiding these three dissertation 
studies.  
  
162 
The PARiHS framework postulates that successful implementation of research 
into practice is a function of the interplay of three core elements: 1) the level and nature 
of the evidence, 2) the context or environment into which the research is to be placed, and 
3) the method in which the implementation process is facilitated. There is no hierarchy 
among these elements, reflecting the complexity and non-linear nature of 
implementation.  
The overall research question for this dissertation was: how can Open Dialogue 
contribute to current treatment options and what are the considerations in adaptation and 
implementation of Open Dialogue in the United States? Table 2 below provides an 
overview of the three studies which together addressed this larger question and the 
elements of the PARiHS framework they relate to. This is followed by a description of 
the PARiHS elements and then the findings pertaining to them from the three studies. 
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Table 2 Overview of studies 
Study 1 
PARiHS 
Elements 
Research 
Question 
How does Open Dialogue compare with other treatment models for 
first-episode psychosis in terms of critical elements, evidence-base, 
and context of implementation? 
Evidence  
Context 
Study 2 
PARiHS 
Elements 
Research 
Questions 
Part one: Interviews with clients and family members 
How do participants in services based on the Open Dialogue model in 
the United States evaluate this approach, and what factors related to 
their treatment background and preferences, and family characteristics 
affect their experience with this model?  
Part two: Interviews with clinicians (service providers, including 
administrators, and trainers)  
How do clinicians think Open Dialogue is beneficial in the treatment 
of first-episode psychosis, and what do they believe are the factors 
affecting the implementation of this model in the United States? 
Evidence  
Context 
Facilitation 
Study 3 
PARiHS 
Element 
Research 
Question  
What were the organizational characteristics of Advocates that 
supported the implementation of Open Dialogue model based 
services? 
Context 
 
Elements of PARiHS  
Evidence according to PARiHS is comprised of research based evidence, clinician 
perspective based on experience, and patient perceptions and preferences. There has been 
a long history of evidence informed practice leading up to the development of the concept 
of evidence based medicine in the 1990s at a time when information technology 
facilitated the synthesis of information. Research based evidence formed the bedrock of 
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evidence based medicine (Claridge & Fabian, 2005). The emphasis on research evidence 
alone has been challenged by those arguing that evidence-informed, individualized care 
also requires incorporating evidence from the perspectives of the clinician and the patient 
(Sackett et al., 1996; Charon et al., 2008; Staley & Doherty, 2016; Wyer & Silva, 2009). 
The PARiHS framework, therefore, incorporates all of these sources of evidence and the 
studies in this dissertation explored evidence from these different perspectives.  
Context as defined in PARiHS focuses on the organizational environment where 
the program is being delivered and includes factors such as culture, resources, structure, 
and leadership that have been shown to be critical to implementation of innovation 
(Armenakis & Bedeian, 1999; Greenhalgh et al., 2004). In this dissertation, the definition 
of context was expanded to include not just the organization, but the larger socio-cultural 
context and the healthcare environment. To incorporate context from the client 
perspective it also included the family environment. The PARiHS framework has been 
revised since the inception of this dissertation. The revised framework, iPARiHS, was 
published in 2016. The revisions were based on feedback via critiques of the framework 
and experiences in empirical studies using the framework (Harvey & Kitson, 2016).  
iPARiHS defines context as including the characteristics of the immediate unit or 
department where a program is being implemented and the larger organization that the 
unit or department is part of (the inner context), and the healthcare system and the socio-
political context (outer context) in which the organization operates. The expanded 
definition of context used in this dissertation is, therefore, in greater accordance with the 
revised definition in the iPARiHS framework. Figure 6 provides a comparison of the 
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PARiHS and iPARiHS frameworks. 
The facilitation element of PARiHS is described primarily as the role of an 
individual who works with members of the organization to make it possible to implement 
change. This definition was expanded in this dissertation to refer to the overall process of 
introducing a new practice and its refinement to make it more appropriate and acceptable, 
and factors that promoted uptake. This definition is more in accordance with the revised 
PARiHS framework, iPARiHS, which conceptualizes facilitation as a combination of a 
facilitator and the process of facilitation that enable recipients of the innovation 
(members of the implementing organization) to adopt and apply the intervention being 
implemented by appropriately tailoring it (Harvey & Kitson, 2016). The PARiHS 
framework addresses facilitation from the perspective of members of the organization 
implementing the practice. It does not address facilitation to enhance engagement of 
participants or service recipients. In Study 2, facilitation from the perspective of the 
participant was defined as factors that promoted engagement in the Open Dialogue model 
of services. Some of these factors over the course of participation in the program led to 
other benefits, creating an overlap with the construct of evidence. An example of such 
overlap is treatment meetings being held at a location convenient to the participants, often 
the family home. At the beginning, the convenience made arranging the meetings easier, 
over time it also fostered a sense of control, a feeling of likeness rather than hierarchy, 
and comfort that allowed participants to express their concerns candidly. The definitions 
of both context and facilitation, therefore, were expanded to include factors that relate to 
the participant perspective and not only to the implementing agency perspective.  
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Figure 6 PARiHS versus iPARiHS 
PARiHS 
 
iPARiHS 
PARiHS 
Evidence- Research, Client Experience, Clinician 
Experience 
Context- Organizational (inner) context 
Facilitation- Characteristics of facilitator 
iPARiHS 
Innovation- Sources of knowledge, clarity, 
compatibility, usability, trialability, relative 
advantage, and observable results 
Recipients- Characteristics of individuals and 
teams implementing innovation  
Context- Organizational context (inner context) 
and healthcare environment, socio-political context 
(outer context)  
Facilitation- Characteristics of facilitator and 
strategies or process.  
Evidence Facilitation 
Organizational 
Context 
(Inner Context) 
Successful Implementation 
Innovation 
Inner and 
Outer 
Contexts 
Facilitation 
Recipients 
Successful Implementation 
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The PARiHS framework and the iPARiHS framework are geared toward the 
implementing organization with the construct of evidence being the only one that is 
explicitly defined from the perspective of the client. Patient-centered medicine recognizes 
the importance of considering patient’s communities and engaging patients in service 
planning in order to provide appropriate care (Smith et al., 2013). Future revisions of the 
PARiHS framework might consider inclusion of these elements in definitions of context 
and facilitation to allow the framework to encompass a holistic patient or client 
perspective. Nevertheless, the findings of these three studies provided critical insights to 
inform implementation of the Open Dialogue model in the United States.  
Summary of findings 
Study 1 focused on the research evidence and implementation context. The Open 
Dialogue model was being introduced in the United States at a time of rapid growth in the 
field of first-episode psychosis treatment programs evidenced by the development of 
several of these programs in the United States in the last decade (Taylor, 2016). The 
evolution of first-episode psychosis programs in the United States was preceded and 
informed by developments in this field, internationally, beginning in the mid-1990s 
(McGorry et al., 2008). Study 1 involved a systematic scoping review of the research that 
emerged from these programs to elucidate the state of the science, contrast it with 
available knowledge about the Open Dialogue model, and identify, based on this 
information, potential areas of contribution of the Open Dialogue model to the first-
episode psychosis treatment. This study also involved identification of critical contextual 
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factors relevant to the implementation of these programs. 
The systematic scoping review in Study 1 resulted in 33 research articles that 
together represented 21 first-episode psychosis programs after accounting for multiple 
studies within the same program. Several more programs have been developed in the time 
period represented by the studies included in the review (International Early Psychosis 
Association, n.d.). These programs have either not been evaluated or not evaluated using 
methods that met inclusion criteria for the review. While the growth in this field is 
indicative of the societal need and perceived benefit of these programs, the review 
identified several gaps in knowledge about effectiveness of first-episode programs. Most 
programs described in the review offered services for 1–2 years and the outcomes of 
these programs were evaluated only over this time, with few longer-term post-treatment 
follow-ups. While there is some evidence of a beneficial effect on symptoms and 
functioning over the intervention period, there are few large scale rigorous studies of 
these programs, and little evidence of long term benefit. Further research is needed to 
ascertain the optimal duration and intensity of services, and components of treatment that 
are beneficial. Current knowledge points to reduction in duration of untreated psychosis 
as being an important factor in improved outcomes, and family intervention being a 
critical component of treatment. Open Dialogue offers a unique approach to enhancing 
family support through ongoing involvement in treatment as opposed to separate family 
intervention, an approach that needs to be investigated further.  
The review of first-episode psychosis programs also highlighted the fact that most 
of the development in this field was led by countries with universal healthcare systems 
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that supported comprehensive services. Of the 33 studies, 19 were from Europe, 5 from 
Australia, 3 from Hong Kong, all with universal healthcare. One study was from Mexico, 
which achieved universal health coverage in 2012 and was embarking on research to 
develop effective and responsive health services (Knaul et al., 2012). Open Dialogue was 
developed in Finland, also a European nation with universal healthcare.  
Comprehensive first-episode psychosis programs are resource intensive and 
challenging to implement in the absence of supporting funding mechanisms. Many 
comprehensive programs offer a wide array of services focusing on symptom alleviation 
and role functioning to prevent long-term disability such as supports for education, 
employment, and enhancing social relationships. They often include family 
psychoeducation or other family support intervention. The RAISE-ETP study (Kane et 
al., 2015), which is the largest study to date of a first-episode psychosis program in the 
United States, provides an example of challenges related to funding. Supported 
employment and supported education services in this study were not covered by existing 
funding mechanisms. The cost for these services was absorbed by research funds, 
indicating potential difficulties in sustaining the services outside of the study. Similarly, 
resource related challenges, stemming from the structure of healthcare funding in the 
United States, were encountered in the implementation of Open Dialogue at Advocates. 
Study 2 focused on the experiential evidence specific to the Open Dialogue 
model, that is, evidence from the perspective of clients and family members 
(participants), and clinicians involved in the Open Dialogue based pilot program at 
Advocates. These stakeholders were asked about their experiences with the Open 
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Dialogue model of services, their perceptions of the benefits and limitations of the model. 
This study also included questions that addressed the context and facilitation elements of 
the PARiHS framework.  
In-depth qualitative interviews conducted with clients, family members, and 
clinicians in Study 2 revealed that all of these stakeholders found the Open Dialogue 
model valuable. The therapeutic style embodied in the approach facilitated engagement 
of clients and family members, and over time helped them develop trusting relationships 
with clinicians which in turn allowed them to comfortably express their concerns. 
Although such therapeutic conditions might be considered obvious and necessary in a 
helping relationship, results of this study suggest they are not as ubiquitous in mental 
health services as might be expected. Clients and families had not always experienced 
such trust in past encounters with mental health providers. Therefore, the relationships 
that they experienced in Open Dialogue were profoundly different and healing at a time 
of great distress for the clients and families. Clinicians found the model to be in 
concordance with their values and adaptable to their setting. Person-centeredness, the use 
of non-pathologizing language, collaborative decision making, transparency, and 
flexibility were among the specific strengths noted by all of these stakeholders. The 
support network approach involving the family emerged as a critical component of the 
Open Dialogue model highlighting the importance of family participation for the benefits 
of the model to be realized. Research suggests family participation in mental health 
treatment in the United States is uncommon (Dixon et al., 2000; Dixon et al., 1999), and 
identifies barriers to family involvement in treatment (Eassom et al., 2014). Therefore, 
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practices related to family involvement are an important consideration for the 
implementation of Open Dialogue. Clinicians described the importance of organizational 
support in implementing the Open Dialogue model at Advocates; this was explored 
further in Study 3.    
Study 3 focused exclusively on the organizational context of Advocates and 
sought to explicate factors that supported the implementation of the Open Dialogue 
model within the agency. Findings demonstrated the presence of several factors that have 
been shown to be associated with successful adoption and implementation of innovation 
in service organizations. These included organizational capacity for innovation, openness 
to innovation, compatibility between a new model or innovation and organizational 
values, strong support from leadership and management, and the vision of and 
championing by someone in a leadership role (Damanpour & Schneider, 2006; Denis et 
al., 2002; Garvin, 1993; Greenhalgh et al., 2004; Kitson et al., 2008).  
Conclusions 
Together, the three studies, inform us about the state of the science of first-
episode psychosis treatment programs, the gaps in knowledge, potential contributions of 
the Open Dialogue model based on both review of the literature and stakeholder 
perspectives, factors that facilitate uptake of the model, and socio-cultural and healthcare 
system considerations relevant to the implementation of Open Dialogue. Despite the 
tremendous growth in first-episode psychosis programs, questions remain about the 
optimal amount of these services, specific components that are beneficial, and long term 
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benefits of treatment. As the field continues to grow Open Dialogue might be a valuable 
addition offering a unique approach to enhancing family support, ensuring continuity of 
care, and strategies to promote client-centeredness and shared decision-making. 
Stakeholder experiences further indicate that, provided a conducive context, Open 
Dialogue can be successfully implemented in the United States. Prevailing practices of 
limited family involvement in treatment (Dixon et al., 2000; Dixon et al., 1999) might be 
a potential barrier to wider implementation in the United States. As in the case of the 
pilot study at Advocates, the availability of appropriate funding mechanisms, is the major 
challenge facing future implementation of Open Dialogue in the United States. 
Addressing this challenge and changing practices related to family participation in 
treatment likely require facilitation of change at the healthcare system level.  
Implications for the Field 
Research: It is evident from the findings of this research that long term impact of 
first-episode psychosis programs is largely unaddressed in current literature. This 
constitutes a critical gap considering the goal of these programs is to improve the long-
term trajectory of those experiencing first-episode psychosis such as in areas of 
workforce participation, receipt of welfare benefits, or use of long stay hospitalizations. 
The beneficial impact in these areas is expected to accrue over years and cannot be 
accurately assessed in a follow-up period of a few months or a year or two years. 
Research examining long-term outcomes of recipients of these services is, therefore, 
critical to demonstrate their intended benefit. Further, the few long-term studies indicate 
that benefits of first-episode programs observed at post-treatment do not endure over 
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longer follow-up periods. This finding suggests that time-limited intensive programs 
might not be optimal and is indicative of the need to examine models of treatment that 
extend the availability of services beyond the intensive phase to respond to changing 
needs of individuals. The core principles of the Open Dialogue model reflect this long-
term adaptive nature of treatment in offering services flexibly based upon participant 
needs, and need further research to establish whether there are enduring benefits of this 
service model.    
Practice: Service recipients in study 2 identified several ways in which the 
Collaborative Pathway program based on the Open Dialogue model contrasted with their 
previous treatment experiences. These contrasts point to serious deficiencies in prevalent 
treatment which often times serve to alienate rather than engage individuals in need of 
services. Examples provided by participants in study 2 included feeling dismissed by 
providers and feeling pressured into treatments such as medications. Similar client 
experiences have been previously documented (Curtis et al., 2010). Indeed, some of the 
most valued aspects of the Collaborative Pathway program identified by participants 
were related to the therapeutic style which facilitated engagement and helped develop 
strong trusting relationships with clinicians. These therapeutic conditions might be 
naturally expected in a helping relationship, but the prior treatment experiences of 
participants indicated otherwise and are an important reminder of the value of ‘person-
centered’ care, relationship building, and working in partnership with clients. Another 
difference that was valued by participants in study 2 was the involvement of family in 
treatment. One more recent study of care seeking experiences of individuals experiencing 
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first-episode psychosis found that clients preferred care that included them and their 
families in discussions of treatment options (Dixon et al., 2017). Clinicians involving 
families in treatment, however, has been atypical in the United States (Dixon et al., 2000; 
Dixon et al., 1999). The feedback from clients and families suggests a discrepancy 
between their preferences and practice. While preferences for family involvement might 
not be universal, it is important for services to incorporate these preferences in order to 
optimize the supports. Clients, family members, and clinicians in the Collaborative 
Pathway program, for instance, described how the involvement of family greatly 
enhanced the support system for the client.  
Policy: Involvement of families in mental health treatment is both recommended 
(Lehman, 1998; Caqueo-Urízar et al., 2015) and yet not very prevalent in current practice 
in the United States (Dixon et al., 2000; Dixon et al., 1999). Similarly, initiatives such as 
the RAISE-ETP study funded by the NIMH are indicative of growing interest in 
comprehensive early intervention treatment models for first-episode psychosis, but 
funding mechanisms to support them in an ongoing manner have not been developed 
simultaneously. In order to make these changes systematically as opposed to stand alone 
programs change is needed at the level of the healthcare system such as policies 
promoting inclusion of families in treatment, greater focus on working with families in 
the training of clinicians, and payment systems that are focused on and incentivize better 
patient outcomes.   
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Appendix 1- Rigor Rating Scale 
Center for Psychiatric Rehabilitation Boston University 
KDU Grant H133A050006 Funding Body: National Institute on Disability and Rehabilitation Research, © Trustees of Boston University 
Reviewer Name: _____________________ 
 Date of Review:  
 Article Being Reviewed _______ 
Standards for Rating Program Evaluation, Policy or Survey Research, 
Pre-Post and Correlational Human Subjects, Disability-Related Research 
Domain or Section of 
Paper/Study being 
Rated 
Rating Question Indicators of Quality Ratings, Comments or Notes 
 
Introduction/Rationale 
for Research 
1) Study/research investigates 
questions that are important and 
can contribute to the knowledge 
base in this content area. 
Researchers: 
…demonstrate a clear understanding of 
the literature through a substantive 
synthesis; they describe the relevance of 
that literature to the knowledge base. 
…lay out the remaining gaps in 
knowledge relative to the issue being 
investigated. 
…provide logical coverage of relevant 
current and past literature. 
…clearly describe the importance or 
significance of the study questions, 
hypotheses or goals. 
There are no major gaps in the relevant 
studies cited. 
(4) Definitely: The authors have 
addressed all bullet points adequately.  
 
(3) Somewhat: The authors have either 
covered all of the bullet points, but not 
adequately, or covered most of the 
bullet points adequately. (If there is a 
50-50 split on addressing the bullets, 
give the higher rating). 
 
(2) Minimally: The authors missed 
addressing the majority of bullet 
points, or addressed the bullet points 
inadequately. 
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(1) Not at all: The authors either did 
not address the bullet points, or did not 
address them adequately. 
 
(Note that 99 should only be used if 
the entire Rating Question is not 
applicable.  If some of the indicators 
are not applicable, use the appropriate 
indicators and rate the question.) 
 
 
Introduction/Rationale 
for Research 
2) Study/research examines 
questions that are linked to 
relevant theory, current or past 
research, or understanding of 
the problem. 
 
Researchers: 
 
…logically link hypotheses or study 
questions to extant knowledge and gaps 
in the research or understanding about 
the issue under investigation. 
 
…clearly articulates the convergence and 
divergence of this research/study with 
current theory, research, or 
understanding of the problem. 
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Domain or Section of 
Paper/Study being 
Rated 
Rating Question Indicators of Quality Comments or Notes 
Introduction/Rationale 
for Research 
3) Study/research is based on 
clear chains of inferential 
reasoning that are grounded 
in the relevant literature. 
Researchers: 
…state how the conducted research will 
advance the level of understanding of the 
problem. 
…explain the mechanisms of action of the 
independent variables, how independent 
and dependent variables are posited to be 
related or inter-related, and why this is 
speculated. 
…delineate primary research questions or 
hypotheses and, if appropriate, secondary 
questions they will address. 
The literature review culminates in a 
rationale for the current study/research 
(Note: the rationale for the study can be 
implied as long as the reader gets a sense 
of it.) 
 
 
Methods/Study 
Procedures 
4) Study/research uses 
rigorous or sound research 
methods that allow the 
questions of interest to be 
addressed. 
Since no one design can be expected to 
address the myriad of problems facing the 
field in your rating consider whether the 
study in question uses the most sound and 
appropriate research methods (that is, they 
match the design to questions under 
consideration) and whether the design will 
produce sound information to address the 
hypotheses or questions. 
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Researchers: 
…consider the state of knowledge in the 
field. 
…consider the feasibility of completing the 
study. 
… use empirical and/or accepted scientific 
methods to address study questions. 
 
(Note: For example, many are not 
sufficiently understood to warrant a 
randomized trial or even a quasi-
experimental study of effectiveness. The 
state of the knowledge may be such that 
more needs to be understood and explored 
prior to considering effectiveness 
questions. We wouldn’t study the disability 
experience with a RCT, however, if there is 
an effectiveness question to be addressed 
and it can be feasibly addressed, then RCT 
is often the best match of the question to 
the research methodology.) 
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Domain or Section of 
Paper/Study being 
Rated 
Rating Question Indicators of Quality Ratings, Comments or Notes 
 
 
Methods/Study 
Procedures 
5) Researchers ensure the 
study design/research 
strategy is sufficiently 
transparent and ensure an 
objective approach to the 
research. 
Researchers describe: 
…the study research/design strategy in 
sufficient detail to understand. 
…the rationale for the design (should be 
rooted in how the design can best address the 
gaps in knowledge, coupled with feasibility 
of implementing and completing study). 
 
 
 
Methods/Study 
Procedures 
6) Researchers ensure the 
study methods and 
procedures are sufficiently 
transparent and ensure an 
objective approach to the 
research. 
Researchers describe: 
…research procedures in enough detail that 
they can be critiqued. 
…research methods (e.g., how study groups 
were established; method of assignment of 
intervention; any blinding or masking) in 
enough detail that they can be critiqued. 
…data collection methods. 
…time span covered by study. 
…training of data collectors or interviewers. 
 (Note: In the case of lengthy procedures, or 
coding that is described elsewhere, the 
researchers can provide a brief description 
and refer the reader to another source.; the 
scoring can take that into account by not 
giving the researcher a “4”) 
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Methods/Study 
Procedures 
7) Researchers describe 
procedures to ensure 
appropriate handling and 
analysis of data. 
Researchers describe: 
…coding, recoding or collapsing of data (if 
applicable). 
…handling of missing data. 
…how those lost to follow-up or study 
attrition differ from the remaining sample. 
…how attrition and non-completers are 
treated in the analysis. 
…their statistical plan and analysis approach. 
…a power analysis, if appropriate to the 
study. 
- Statistical analysis approach appears 
reasonable. (If you are unable to comment on 
the soundness of the statistical analyses, 
make a note of that.) 
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Domain or Section of 
Paper/Study being 
Rated 
Rating Question Indicators of Quality Ratings, Comments or Notes 
 
 
Methods/Study 
Procedures 
8) Study/researchers 
provide sufficient 
description of the 
sample and setting 
from which the 
sample is obtained. 
Researchers: 
…provide sufficient description of the recruitment 
methods, including sources/setting of sample and 
characteristics of the group from which the sample 
was recruited or obtained. 
…provide a rationale for why these individuals 
and sites were chosen (i.e., inclusion and exclusion 
criteria) 
…provide sufficient demographic description of 
the sample to fully understand how the sample 
differs from other sub-populations of individuals 
in the field. 
…provide sufficient clinical information to fully 
understand how the sample differs from other sub-
populations of individuals in the field. 
…provide information about the sample size at 
different steps of the study (e.g., recruitment, 
enrollment, follow-up—this could appear in the 
information on handling of missing data). 
…describe who might not be represented in this 
sample (could appear in the Discussion or 
Limitations section) 
(Note: If study relies on secondary analysis, many 
of the above items may be not applicable.) 
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Methods/Study 
Procedures 
9) Researchers 
provide sufficient 
description of the 
intervention or 
independent 
variable(s).  
Researchers describe: 
…the independent variable in sufficient detail so it 
can be critiqued. 
…the content of the experimental intervention and 
delivery (if there is an intervention) in sufficient 
detail to be understood and critiqued.  
…training, credentials or description of 
individuals conducting the experimental 
intervention (if there is an intervention). 
…how adherence to the experimental protocol, or 
fidelity of experimental intervention was achieved 
(if applicable-may not be applicable in secondary 
analysis design). 
(Note: in some correlational and cross-sectional 
studies Independent and Dependent variables can 
switch depending on analyses)  
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Domain or Section of 
Paper/Study being 
Rated 
Rating Question Indicators of Quality Ratings, Comments or Notes 
 
 
Methods/Study 
Procedures 
10) Researchers 
provide sufficient 
description of the 
comparison groups (if 
applicable). 
Researchers describe: 
…the content of the control/comparison 
intervention and delivery (if there is a comparison 
intervention) in sufficient detail to be understood 
and critiqued even if it is a “Services-as-Usual” 
intervention. 
…training, credentials or description of 
individuals conducting the comparison 
intervention (if there is a comparison 
intervention). 
…the fidelity of comparison intervention or 
adherence to the comparison protocol was 
achieved (if applicable-may not be applicable in 
secondary analysis design). 
(Note: in some correlational and cross-sectional 
studies Independent and Dependent variables can 
switch depending on analyses) 
Indicate score of 99 if entire question 
is “Not Applicable” 
 
 
 
Methods/Study 
Procedures 
11) The 
study/researchers use 
appropriate and 
reliable 
conceptualization and 
measurement of 
variables. 
Researchers: 
…clearly defined the variables under study and 
parameters and limitations of these definitions are 
spelled out. 
…describe how their definitions deviate from, or 
are line with, existing research/literature in this 
area. 
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…sufficiently operationalize and defined the 
dependent or outcome variables. 
…describe measurement instruments in terms of 
reliability, validity, and psychometric properties 
(if applicable);  
Psychometric properties appear adequate for the 
population under study (i.e., measures have been 
tested on population under study, or, if not, 
researchers provide a sufficient rationale for why 
these measures were used in this study). 
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Domain or Section of 
Paper/Study being 
Rated 
Rating Question Indicators of Quality Ratings, Comments or Notes 
 
 
Results 
12) The findings are 
logical, coherent and 
are supported by the 
evidence. 
Researchers describe: 
…the findings of the study logically; they flow 
from the major results. 
…keep the findings and the conclusions closely 
aligned and do not try to “stretch” their conclusions 
beyond what is warranted by the results. 
If the researchers speculate about further 
implications of their findings, they make their 
assumptions explicit. 
 
 
 
Discussion 
13) The 
study/researchers 
evaluate alternative 
explanations for any 
findings. 
Researchers: 
…provide clear and meaningful alternatives for 
their findings (competing or alternative rival 
hypotheses). 
…suggest possible threats to their conclusions, that 
is, other phenomena not studied which could have 
caused the results they observed. 
 
 
 
Discussion/Conclusion 
14) The findings of 
the study are 
compared with other 
known and/or 
published research in 
the field.  
Researchers: 
…describe how their findings address knowledge 
gaps mentioned in the introduction. 
…weave the findings of their study into the 
existing literature and knowledge gaps. 
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…explore differences in their findings with extant 
research or prevailing theories. 
 
 
Discussion/Conclusion 
15) The researchers 
discuss the limitations 
of the study and how 
those limitations 
could affect the 
results and 
interpretations.  
Researchers: 
…lay out the problems they encountered in 
conducting the research. 
…describe study limitations in a way that suggests 
they are not providing “lip service” to this exercise, 
but that they have seriously entertained any 
possible difficulties or confounds. 
…describe null findings and their implications (if 
applicable). 
…describe possible remedies for their study 
limitations or problems (if applicable). 
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Domain or Section of 
Paper/Study being 
Rated 
Rating Question Indicators of Quality Ratings, Comments or Notes 
 
 
 
Discussion/Conclusion 
16) The researchers 
describe the 
generalizability of 
their finding to a 
broader group of 
settings or population. 
Researchers: 
…lay out how broadly (or conversely, how 
narrowly) they believe their findings or their 
intervention can be generalized. 
…describe to what individuals, settings, geographic 
locations and times their findings might be 
applicable. 
…describe the limits to generalizability. 
 
 
 
Discussion/Conclusion 
 
17)  The researchers 
describe the impact of 
their findings for 
policy or practice, or 
theory (whichever is 
relevant given the 
study design and 
objectives). 
The researchers describe how their findings: 
…are important for policy, clinical or rehabilitation 
practice or existing theory. 
…match their recommendations or conclusions to 
the original purpose of the study. 
 
 
Other 
18) The study is 
submitted to a peer-
review process. 
It should be evident that there was a peer review 
process. 
2=Yes 
1=No 
Other 
 
19)  There is little 
suggestion of direct 
investigator bias in 
the design and 
execution of the study. 
Researchers: 
…minimize direct opportunities for investigator 
bias (e.g., having investigator or intervention 
personnel assess outcomes) in the design of the 
study  
 
Yes (that is, no investigator bias is 
evident) 
No (investigator bias is evident) 
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…discuss possible investigator bias (i.e. 
researchers having a stake in the outcomes), if 
applicable. 
Other 
 
20) The researchers 
adhere to appropriate 
protection of human 
subjects and ethical 
procedures. 
Researchers: 
…describe IRB review and approval (or, if the 
study was conducted in another country, a parallel 
human subjects’ review process should be noted). 
(Note: if this is a European study, some human 
subject’s process should be adhered to and 
reported.  Beyond Europe, a statement about 
human subjects may not be required and reported 
on.) 
2=Yes 
1=No 
 
 
Quality Standards: 
 
(4) Definitely: The authors have addressed all bullet points adequately.  
 
(3) Somewhat: The authors have either covered all of the bullet points, but not adequately, or covered most of the bullet points 
adequately (if there is a 50-50 split on addressing the bullets, give the higher rating). 
 
(2) Minimally: The authors missed addressing the majority of bullet points, or addressed the bullet points inadequately. 
 
(1) Not at all: The authors either did not address the bullet points, or did not address them adequately. 
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Appendix 2- Interview Guides 
 
Study Participant and Family Interview Guide   
 
We want to talk to you about your experiences with Advocates and the Collaborative 
Pathways staff over the past few months. This conversation will not be shared with those 
staff, but will be private and will return to Boston University with me. Since the 
Collaborative Pathways is a somewhat new approach in this country, we want to know 
more about how it may help people, or may not be helpful. We want you to feel 
comfortable expressing your views openly, knowing that they will be kept private. 
 
 Can you describe how you first became involved with Advocates and the 
Collaborative Pathways staff? 
 
 What happened to bring you to Advocates? 
 
 What did you think about Collaborative Pathway when you first heard about it? 
 
 What made you decide to participate in Collaborative Pathway? 
 
 How did you feel about having family participate in the process? 
 
 Can you tell me about your experience with services early on? Who did you meet 
with? How often did you meet? Where did you meet? 
 
 What generally happened during those early sessions? What did you talk about?  
 
 Do you think the sessions helped your family members? If so, how and why? If 
not, why not? 
 
 How did you feel about the meetings? Did you feel that they were helpful, 
difficult? Did you think you were making progress? If so, in what ways were the 
sessions helpful? What kind of progress did you notice? 
 
 How were decisions regarding treatment made? Who all participated in the 
decision making? How did you feel about the extent to which you participated in 
these decisions? Did you feel listened to?  
 
 How do you feel the sessions went after the initial period? What did you talk 
about? Did the same family members participate in each session, or did it vary?  
 
 Did you have other experiences with mental health services before these sessions 
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with Advocates? If so, can you say how these sessions may have been different 
for you? For your family members? How, if at all, were these meetings different 
in terms of being helpful relative to other services you might have received 
previously? 
 
 
Collaborative Pathways Clinician Interview Guide  
 
We want to talk to you about your experiences delivering the Collaborative Pathways 
intervention over the past year or so. This conversation will not be shared with anyone 
else in the project, but will be private and will return to Boston University with me. Since 
the Collaborative Pathways was new, at least in this country and to Advocates, we 
decided to do these open-ended interviews as a way of finding out more about your 
experiences and reflections as someone overseeing program operations. We want you to 
feel comfortable expressing your views openly, knowing that they will be kept private. 
 
 
 Can you think back and describe to us generally what made you interested in the 
CP approach? How did it seem different than what you were doing clinically? 
 
 What were your experiences in implementing the CP approach at Advocates? 
What barriers did you encounter and how did you overcome them? 
 
 Did implementing the CP approach change services at Advocates? If so, how? 
 
 Can you describe to me how many individuals you have worked with using the 
CP approach during this study—just an overview of the number of individuals, 
their ages and presenting issues?  
 
 Can you describe in general how what you did (or do) when using the CP 
approach and how it differs from your usual approach to serving the same kind of 
individuals? 
 
 Can you describe in detail two individuals that you worked with that you would 
consider to be treatment successes? Can you describe what you did with these 
individuals that you believe led to this success? (How often did you meet, who 
was involved, what did you focus on, what appeared to be helpful, how did/does 
this differ from what you would do on a regular basis and not using the CP 
approach?) 
 
 I would like you to describe two what might be termed “treatment failures”—
describe their situation, what the intervention was like and why you think they did 
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not make progress. 
 
 What would you say may be the barriers to providing this service in the present 
mental health system when compared to their standard services?  
 
 Do you think it is feasible to consider adopting such an approach system-wide, 
agency wide, state wide? 
 
 If not, why not? 
 
 If you were to suggest adopting the CP approach more broadly, are there 
improvements or enhancements that you would recommend before doing that? 
i.e., changes to the: who, what, when, where or how of the CP intervention? 
 
 Can you describe what the training involved? The supervision? How satisfied 
were you with the training you received in the CP model and how to deliver the 
intervention? How about the followup supervision? 
  
Collaborative Pathways Administrators Interview Guide  
 
We want to talk to you about your experiences delivering the Collaborative Pathways 
intervention over the past year or so. This conversation will not be shared with anyone 
else in the project, but will be private and will return to Boston University with me. Since 
the Collaborative Pathways was new, at least in this country and to Advocates, we 
decided to do these open-ended interviews as a way of finding out more about your 
experiences and reflections as someone overseeing program operations. We want you to 
feel comfortable expressing your views openly, knowing that they will be kept private. 
 
 
 Can you think back and describe to us generally what made you interested in the 
CP approach? How did it seem different than what you as an agency were doing 
clinically or currently available interventions? 
 
 What were your experiences in implementing the CP approach at Advocates? 
What factors facilitated the implementation of this approach within the agency? 
What barriers did you encounter and how did you overcome them? 
 How did implementing the CP approach affect services at Advocates in general? 
 
 What are your thoughts on the feasibility of adopting such an approach system-
wide, agency wide, state wide? 
 
 If you were to suggest adopting the CP approach more broadly, are there 
improvements or enhancements that you would recommend before doing that? 
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i.e., changes to the: who, what, when, where or how of the CP intervention? 
 
Collaborative Pathways Trainers Interview Guide  
 
We want to talk to you about your experiences delivering the Collaborative Pathways 
intervention over the past year or so. This conversation will not be shared with anyone 
else in the project, but will be private and will return to Boston University with me. Since 
the Collaborative Pathways was new, at least in this country and to Advocates, we 
decided to do these open-ended interviews as a way of finding out more about your 
experiences and reflections as someone familiar with the original Open Dialogue model 
that the Collaborative Pathways approach draws upon and as a trainer. We want you to 
feel comfortable expressing your views openly, knowing that they will be kept private. 
 
 
 Can you think back and describe to us generally what made you interested in the 
Open Dialogue approach? How did it seem different than the existing service 
models in the US and what did you perceive would be the benefits of introducing 
the approach to the US? 
 
 What has been your experience thus far introducing this model of services in the 
US and training clinicians? What facilitators and barriers have you encountered in 
the implementation of this approach? 
 
 Specifically, about training, could you tell us what your experience of training 
clinicians trained in the US has been like? What role did differences in clinical 
orientation play? 
 
 What are your thoughts on the feasibility of adopting such an approach system-
wide, agency wide, state wide? 
 
 If you were to suggest adopting the Open Dialogue or the Collaborative Pathways 
version implemented by Advocates, Inc. more broadly, are there any 
modifications you think would be beneficial/ facilitate the implementation? 
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